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WHEN 
PARKINSONISM 
COMPLICATES 
PHENOTHIAZINE 
THERAPY 


Tremors, rigidity, cramps, and spasm due to 
treatment with potent phenothiazines are 
“easily alleviated with COGENTIN,’’ even in 
many cases when other drugs have failed.’ 
COGENTIN is a most powerful antispasmodic,’ 
yet its long, cumulative action is unusually 
well tolerated. By controlling parkinsonism 
and other extrapyramidal symptoms, COGENTIN 
usually enables the physician to continue the 
full benefits of phenothiazine management. 
Detailed directions for the use of CocENTin, includ- 


ing dosage and routes of administration, are 
available to physicians on request. 


NEW DOSE FORM: INJECTION COGENTIN, 1 mg. per 
cc., ampuls of 2 cc. Also available: Tablets CoceNnTIN 
(quarterscored), 2 mg., bottles of 100 and 1000. 


1. Ayd, F.J.: Clin. Med. 6:387, 1959. 2. May, R. H.: 
Am. J. Psychiat. 116:360, 1959. 3. Brock, S. 
(Moderator): Bull. NewYork Acad. Med. 32:202, 1956. 
Cocentin is a trademark of Merck & Co., Inc. 
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against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE COMPOSITION 
at pharmacies or direct RIASOL contains 0.45% Mercury chemically com- 
in 4 and 8 fluid ounces bined with soaps, 0.5% Phenol, 0.75% Cresol. 


SHIELD LABORATORIES 
Dept. G-760 
12850 Mansfield Avenue > Detroit 27, Michigan 








Lifts depression...as it calms anxiety! 


Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety cal “ed—often in two 
or three days. She eats 
well, sleeps well and her 

depr ession no longer 
complicates your basic 
regimen. 


For geriatric and chronically ill patients — 


a smooth, balanced action that lifts depression 


as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochloride 
(benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write for 
literature and samples. 





Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol* 


Ay WALLACE LABORATORIES 
YY New Brunswick, N. J. 
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a pleasant way to treat dry, itchy skin- 


> Aipha- 


water-dispersible, antipruritic oil for the bath or shower 
Alpha-KERI makes dry skin feel soft and smooth immediately. It effectively deposits a uniform, partially- 
occlusive oil film over the entire skin area. Alpha-KERI lubricates the skin, relieves itching and restores the 
protective action of natural skin oils lost by the action of water, weather and detergents. It moisturizes the 
skin and also helps to retain moisture by retarding evaporation of water. Adpha-KERI contains: Kerohy- 
(o | d(ommam 0) ¢-] ale Me) Mme l-i)\7-) 4-10 Pime)] Esto) [0] 0)[-¥am <¢-1e-} Clabranle)i-ie0lapalayeam iaclondlela mel mt-lale)|iapmmaalial-ia-] @me)] Me-lale M- IE) ol-1e1[-]| 
nonionic emulsifier which provides the right amount of water dispersibility for optimum coverage of the 
skin with emollient oils. Alpha-KERI oil may*be used in-the bath, in the shower, for sponge bathing and 
for infant baths. It can also be used for skin cleansing where soap is contraindicated. Alpha-KERI oil is 
tinted an attractive green color and pleasantly scented. Bottles of 8 fl. oz. Write for samples and literature 

Westwood Pharmaceuticals, Buffalo 13, New York 
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INFORMATION FOR AUTHORS 


The editors of GertiArrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 

Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 
or professional affiliation, and complete addresses should be in- 
cluded. No more than three names should be listed. Credit to con- 
tributing workers may be given in a footnote. 

Titles should consist of 4 to 6 words. References should be kept 
to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 
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photographs must be clear, sharp, and suitable for good reproduc- 
tion. Each illustration should be fully identified with author’s name 
and with figure number and should be accompanied by cutlines 
numbered to correspond. ‘Tables must be well organized, clear, and 
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Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, Geriatrics, 84 
South Tenth Street, Minneapolis 3, Minnesota. 
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Darvon Compound combines the analgesic action of Darvon® 
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Compound. When inflammation is present, Darvon Compound 
reduces discomfort to a greater extent, than does either analgesic 
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Usual dosage: 1 or 2 Pulvules® three or four times daily. 
Also available: Darvon, in Pulvules of 32 and 65 mg. 
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MSUPPORT FOR OLDER 
PATIENTS 


NEW COMPREHENSIVE APPROACH 
TO THE THREE BASIC PROBLEMS OF AGING 


4 GEVRESTIN HELPS MAINTAIN NUTRITIONAL STATUS 
Balanced, complete nutritional support — 26 vitamins and 
minerals—helps correct or prevent the general deficiencies i 
common in oldsters, when poor intake is the rule, appetites l" 
fail, and food idiosyncrasy dictates the diet. 


& GEVRESTIN AIDS TISSUE-TONE AND BONE METABOLISM 
Androgen-estrogen supplementation increases protein up- 
take and bone metabolism. Helps reduce or correct post- 
menopausal changes, tissue atrophy, asthenia, clinical 
osteoporosis, senile depression. 

& GEVRESTIN RAISES ACTIVITY AND INTEREST LEVELS 


Mild stimulation by d-amphetamine increases mental and 
physical activity — sustains alertness and dispels apathy, 
depression and psychogenic fatigue. Helps maintain inter- 
ests and vitality when older patients lose their drive. 








EACH DRY-FILLED CAPSULE CONTAINS: 
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oi MED, aN soy aN Wee naevo ete se Oe ee 0. ; mg. 
POC tN es ss CSR NAS hs ES ‘ao a ee 2 
javere Acid (C) as Calcium Ascorbate... 50 mg. Boron (as Na,B,07.10H,0) .............. 0.1 mg. 


BOTTLES OF 100, 1000. 
LEDERLE LABORATORIES, a Division of CED 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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TO THE AUGUST ISSUE 


Mj With the increasing number of patients 
in the sixth decade and above, careful con- 
sideration of the problems of chronic occlu- 
sive arterial disease of the extremities be- 
comes even more pertinent, writes Jack 
Freund, Richmond, Virginia. In a_ paper 
dealing with the Management of Arterio- 
sclerosis Obliterans, Dr. Freund states that, 
in his opinion, it is timely to reemphasize 
some of the physiologic principles of medical 
therapy and the need to realistically screen 
these patients for possible corrective sur- 
gery. It is held that there is much that can 
be accomplished for patients with chronic 
arterial insufficiency of the extremities. 


ge Two nodular conditions, chondroderma- 
titis anthelicis and ulcerodermatitis pedis, 
are described in a clinical paper on Nodules 
of the Ear and Feet by Alexander W. Young, 
New York City. The author writes that 
these two disorders may have a similar un- 
derlying process. It is stressed that treat- 
ment of both is entirely conservative and 
prophylaxis is based upon continuing in- 
spection of vulnerable points, especially 
where bed rest is necessary. Dr. Young feels 
that although these conditions are not con- 
sidered precanceroses, this possibility should 
be kept in mind. 


ee Continuing the series of clinical confer- 
ences from the Jewish Chronic Disease Hos- 
pital, Brooklyn, is a report on the Surgical 
Treatment of Parkinsonism, with a discus- 
sion of conservative treatment. This confer- 
ence, conducted by Martin G. Goldner and 


GERIATRICS, copyright 1960 by Lancet Publications, Inc., 84 
South Tenth Street, Minneapolis 3, Minnesota. Title registered 
U.S. Patent Office. Louis M. Cohen, Publisher; Allan Stone, 
Assistant to the Publisher; Virginia L. Dustin, Managing 
Editor; Maurice Wolff, Business Manager. 

ADVERTISING REPRESENTATIVES, NEW YORK 17: Burt D. Cohen, 
Lee Klemmer, Bernard A. Smiler, John Winter, 1 East 42nd 
Street. Telephone: Murray Hill 2-8717. 
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edited by Benjamin Wainfeld, reports that 
the tremor and rigidity associated with Par- 
kinson’s disease may be relieved by pallidec- 
tomy. The case of a 57-year-old man on 
whom this procedure was successfully per- 
formed is described as well as the complica- 
tions which may follow the operation. The 
mechanism of the disease is evaluated, and 
the drugs which have proved helpful in 
ameliorating symptoms are reviewed. 


& Arterial occlusion is a common patho- 
logic lesion and is often looked upon as a 
concomitant of the aging process, which 
starts as early as life begins, writes F. A. 
Simeone of Cleveland. The author points 
out in his paper on The Occluded Artery 
that such arteries are found in the very 
young as well as in the very old. However, 
he writes, while atheromatous and other 
changes in arteries may start early in life, 
they usually do not become clinically mani- 
fest until middle age and later. All arteries 
are subject to the progressive anatomic 
changes which can lead to thrombosis and 
occlusion, yet signs and symptoms attributa- 
ble to the lesions develop in relatively few 
individuals. 

Dr. Simeone feels that the outlook for the 
patient with a clinically significant occluded 
artery is now better than at any other time. 
Several technics are now available to the 
surgeon from which he can _ select that 
which is best suited to the particular situa- 
tion. It is felt that the newly developed ap- 
proaches to the problem of the occluded 
artery are not exclusive of past or future 
technics; they are complementary. 


cuicaco 6: Greg Gelderman, Jay H. Herz, Hugh Gibson, 20 
North Wacker Drive. Telephone: Central 6-4619. 


SAN FRANCISCO 4: Duncan A. Scott & Co., Fifth Floor, 85 Post 
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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 


ends of the vagus 


PRO-BANTHINE’ 
with DA RTALE 


Professional reliance on the therapeutic profi- 








ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 
USUAL ADULT DOSAGE: 

One tablet three times a day. 


SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.p. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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NEW —DELICIOUS—ORANGE-FLAVORED 


‘CPENTIDS 400° 
FOR SYRUP 


Squibb Flavored Penicillin Powder 
Tastes Good... delicious, refreshing orange flavor means ready acceptance 
by young or ‘finicky’ patients. 
Double Potency...400,000 units of potassium penicillin G per teaspoonful 
eeemo other form of oral penicillin gives better therapeutic results. 
Economical...more economical for your patients than other forms of 
penicillin. Where double strength Pentids is required for treatment of 
severe penicillin-susceptible infections due to hemolytic streptococcus, 
pneumococcus, staphylococcus, and for prevention of streptococcal infec- 
tions in patients with a history of rheumatic fever, Pentids ‘400°’ will 
save your patients’ money. 
Convenient... Pentids ‘‘400"’ for Syrup, soluble powder containing peni- 
cillin G potassium (buffered), which when reconstituted with 35 cc. of 
water provides 60 cc. of orange-flavored syrup with a potency of 400,000 
units per § cc. teaspoonful. <penrion’ © we a seuss venstaann 
Also available: Pentids “400”: 400,000 units of buffered penicillin G potas- 
sium per scored tablet. Pentids: 200,000 units of buffered penicillin G potas- 
sium per scored tablet. Pentids for Syrup: 200,000 units of penicillin G 
potassium per teaspoonful (5 cc.). Pentids Capsules: 200,000 units of peni- 
cillin G potassium per capsule. Pentids Soluble Tablets: 200,000 units of 
penicillin G potassium per tablet..Pentids-Sulfas Tablets: 200,000 units of 
penicillin G potassium with 0.5 Gm. triple sulfas per tablet. 














Squibb Quality 
yy) —the Priceless 
Y Ingredient 














13A 





Proven 


in over five years of clinical use 
and more than 
750 published clinical studies 


Effective 


FOR RELIEF OF ANXIETY 
AND TENSION 


Outstandingly 
Safe 


* 
] O v v Th 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
or aS MEPROTABS*— 400 mg. unmarked, coated tablets. 











simple dosage schedule produces rapid, 
reliable tranquilization without 
unpredictable excitation 


no cumulative effects, thus no need for 
difficult dosage readjustments 


does not produce ataxia, change in 
appetite or libido 


does not produce depression, 
4 Parkinson-like symptoms, jaundice 
or agranulocytosis 


does not impair mental efficiency or 


5 normal behavior 


Miltown 


meprobamate (Walla 
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by increasing 
Vig-1a-W-> del g-Ya[e) a] 


Anturane 


brand of sulfinpyrazone 


(formerly Anturan) 

















NOW WIDELY PRESCRIBED QUINIDINE 
THERAPY IN CARDIAC ARRHYTHMIAS 







dura-tab s.m. 


exclusive oral 
Sustained Medication* 
Quinidine Gluconate (5 gr.) 








fumeee>- for these good reasons’ 


q. 12 h. dosage 

QUINAGLUTE DURA-TAB S.M. tablets 
maintain effective uniform blood levels 
around the clock, day and night. 


better tolerated 

because quinidine gluconate is 

ten times more soluble than the sulfate 
— and easier on the g.i. tract. 


uniformly efficient 
no let-down in plasma levels where 
arrhythmias tend to occur. & 


Bottles of 30, 100 and 250. 
PAGE 893 
1. Bellet, S., Finkelstein, D., and Gilmore, H.: 
A.M.A. Archives Int. Med. 100:750, 1957. 
. Bellet, S.: Amer. Heart J. 56:479, 1958. 
. Finkelstein, D.: Penn. Med. J. 61:1216, 1958. 
. Bellet, S.: Amer. J. Cardiology 4:268, 1959. 


wn 


Samples and literature — write . .. 
WYNN canensi 
CORPORATION 
Lancaster Ave. at 51st Street, Philadelphia 31, Pa. ° 
Also available: INJECTABLE QUINAGLUTE 


10 cc. Vials, 0.08 Gm. Quinidine Gluconate per cc. 
*U.S. Patent 2895881 
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for dryness and itching, prickly heat and rash 
intertrigo, insect bites, other summer skin discomforts 


Sardo 


in the bath 


= 








1. Spoor, H. J.: 





N. Y. State 
J. Med., Oct. 











15, 1958 
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SARDO acts promptly to help restore needed 
natural oil and moisture’ to dry, itchy skin, by 
helping to re-establish the normal lipid-aque- 
ous balance. Thus SARDO eases irritation, 
soothes, softens, brings sustained comfort. 


USED IN THE BATH, SARDO releases millions 
of microfine water-dispersible globules* to pro- 
vide an emollient suspension which enhances 
your other therapy ... in prickly heat, intertrigo, 
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insect bites, skin dryness and itch of atopic der- 
matitis, eczematoid dermatitis, senile pruritus, 
soap dermatitis, etc.' 


Patients appreciate pleasant, convenient, easy- 
to-use SARDO. Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. 


Write for Comples and literature... 
75 East 55th Street 


Sardeau, IN. new vor 22. New York 


© 1959 *Patent Pending, T. M. 
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(325 
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relieves 
musculoskeletal 


pain 





Ethoheptazine Citrate (75 mg.) with Acetylsalicylic Acid 
(325 mg.), Wyeth 
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NON-NARCOTIC 
ANALGESIA PLUS 
ANTI-INFLAMMATORY 
BENEFITS 


In an industrial clinic, ZACTIRIN provided 
effective analgesia for patients with painful 
musculoskeletal conditions resulting from 
sprains, low back pain, fractures of small 
bones, and trauma of contusions. ZACTIRIN 
provided analgesia ‘'... equivalent in effec- 
tiveness to that of codeine, 30 mg., plus 
aspirin... but the usually expected side 
effects of codeine were noticeably absent.’’* 
The investigators concluded ‘‘... the effec- 
tiveness and lack of side effect liability per- 
mit us to keep many employees at work who 
formerly were sent home.'’* 


Supplied: Tablets, bottles of 48. 


*Barber, T.E.: Ind. Med. & Surg. 28:54 (Feb.) 
1959. 

For further information on prescribing and ad 
ministering ZACTIRIN see descriptive literature 
available on request. 


Wyeth Laboratories Philadelphia 1, Pa 


4 ~—, 


é A Century of 


ANNIVERSARY 
i 





Service to Medicine 


%. 
" . 
df : o + ae _ Beak 
o- » / E = * 
ae pi. as" 
a y 4 Ks y / Ky \ 
Pie ¥ / cee she 
i f3) [/ ) 
/ / eee f / \ 
/ | Pa / ) 
if | ae ae 
I] / ( 
/ / / vA 
/ a Ae 4 j 
| vA 











Comfort for Your Varicose Patients 


Kendrick designed elastic stockings help your patients to a more 
active and comfortable life by offering proper support for 
varicose veins or other leg disorders. 

There is a Kendrick stocking designed to provide the correct 
support for the mildest to the most severe cases. Kendrick elastic 
stockings are available in one and two-way stretch models, 
sheer nylon and sturdy cotton, in varying degrees of compression 
from extra light to heavy, in proportioned lengths to the groin. 
LIVE RUBBER is essential to provide the resilience and com- 
pression necessary for adequate vein support at all times .. . all 
Kendrick stockings are made with LIVE RUBBER. 

Your local Kendrick Surgical Supply Dealer is trained in meas- 
uring and fitting supports to your recommendations. 


Prescribe KENDRICK — over 100 years experience in manu- 
facturing Elastic Stockings and Elastic Supports for all parts of 
the body. 


JAMES R. KENDRICK COMPANY, INC. 
Philadelphia 44, Pa. New York 16, N. Y. 


Kendrick 
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Diocty! 
derivati 


Gibson, 











GENTLE STIMULUS...FOR POSITIVE RESULTS 
Dp mee me ! ) 


Diocty! sodium sulf i and anthraq 
derivatives from cascara. Mead Johnsen 


in management of constipation 


Peri-Colace induces prompt, positive, yet 
gentle results in constipation through 
the synergistic action of its ingredients: 


1. Peristim,® a mild laxative, ‘...exerts 
its peristaltic stimulating action 
directly on the large intestine, via 

the blood stream.’’! 

























2. Colace,® a non-laxative stool softener, 
maintains hydration of the fecal 

material as it passes through 

the intestinal tract.? 

Available as: Peri-Colace Capsules, bottles of 30, 
60 and 250. Peri-Colace Syrup, bottles of 8 oz. 


Bibliography: (1) Lamphier, T. A., and’'Lyman, F.L.: 
J, Internat. Coll. Surgeons 31:420-423 (April) 1959. 
(2) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and 

Gibson, J. H.: M. Times 86:1521-1526 (Dec.) 1958. 
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Symbol of service in medicine 
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CANDIDATE 
STRANGLED WITH AIR 

















MORRIS PLAINS, NJ, 


in respiratory distress 


CHOLEDYL 


brand of oxtriphylline 


betters breathing . . . decreases 
wheezing in chronic bronchitis, 
chronicasthma and emphysema 


Choledyl, the choline salt of theo- 
phylline, produces up to 75% higher 
theophylline blood levels than does 
oral aminophylline, without gastric 
upset. The superior specific bron- 
chodilator, Choledy] is basic for pro- 
phylaxis or treatment of dyspnea... 
has no sedative or sympathomimetic 
effects...reduces incidence and 
severity of acute attacks...decreases 
need for secondary medication. ..re- 
tains effectiveness during long-term 
administration. Usual dose: 200 mg. 
q.i.d. Supplied as 200 mg. tablets 
(yellow), bottles of 100. aros 
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Before application of White’s Vitamin After daily treatment with White's Vita- 

A & D Ointment— Severe decubitus ulcer min A & D Ointment—Thevulcer is now 

in area over greater tuberosity of femur. filled with granuldtion tissu@ and shows 
signs of re-epithelization at margins. 








PROMOTES RAPID HEALING i 
IN 

DECUBITUS anp VARICOSE ULCERS 

IN AGED PATIENTS eae | 





CHRONIC and DIABETIC ULCERS; ECZEMAS, 
DRY SKIN, DETERGENT DERMATITIS, URINE 
BURNS, DIAPER RASH, NIPPLE CARE (fissured 
nipples); EPISIOTOMY and CIRCUMCISION 
WOUNDS; MINOR BURNS and WOUNDS, and 
SKIN ABRASIONS. 


Supplied in 1¥2 and 4 oz. tubes; 1 Ib. jars and 5 Ib. 


containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


Before application of White’s Vitamin After daily treatment with White’s Vita- 

A & D> Ointment — Treatment - resistant min A & D Ointment—Completely healed 

varicose ulcer in elderly obese patient. ulcer photographed five weeks after the 
start ‘of treatment with White’s Vitamin 
A & D Ointment. 
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IN ANGINA PECTORIS AND 
CORONARY INSUFFICIENCY 


... the treatment must go further 
than vasodilation alone. It should also 
control the patient’s ever-present 
anxiety about his condition, since 
anxiety itself may bring on 

further attacks. 


AFTER MYOCARDIAL INFARCTION 


...it is frequently not enough to 
boost blood flow through arterial 
offshoots and establish new circulation. 
The disabling fear and anxiety that 
invariably accompany the condition 
must be reduced, or the patient 

may become a chronic invalid. 


Protects your coronary patient 


better than vasodilation alone 


Unless the coronary patient’s ever-present anxiety 


about his condition can be controlled, it can easily induce 


an anginal attack or, in cases of myocardial 
infarction, considerably delay recovery. 


This is why Miltrate gives better protection for the heart 
than vasodilation alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. Miltrate contains 
not only PETN (pentaerythritol tetranitrate), acknowledged as 
basic therapy for long-acting vasodilation. What is 

more important — Miltrate provides Miltown, a tranquilizer 
of proven effectiveness in relieving anxieties, fear and 
day-to-day tension in over 600 clinical studies. 


Thus, your patient’s cardiac reserve is protected against his fear 


and concern about his condition...and his operative arteries 
are dilated to enhance myocardial blood supply. 


oi 
l ra e : 
Miltown® (meprobamate) + PETN 


CML 1388 
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Supplied: Bottles of 50 tablets. 
Each tablet contains 200 mg. 
Miltown and 10 mg. penta- 
erythritol tetranitrate. 
Dosage: | or 2 tablets q.i.d. 
before meals and at bedtime, 
according to individual require- 
ments. 


REFERENCES 

1. Ellis, L. B. et al.: Circulation 
17:945, May 1958. 2. Friedlander, 
H. S.: Am. J. Cardiol. 1:395, 
Mar. 1958.8. Riseman, J. E.F.: New 
England J. Med, 26/:1017, Nov. 
12, 1959. 4. Russek, H. I. et al.: 
Circulation 12:169, Aug. 1955. 
5. Russek, H. I.: Am. J. Cardiol. 
3:547, April 1959. 6. Tortora, 
A. R.: Delaware M. J. 30:298, 
Oct. 1958. 7 Waldman, S. and 
Pelner, L.: Am. Pract. & Digest 
Treat. 8:1075, July 1957. 
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-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food 


costs—one or more often play a part in con- 


tributing to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food — new Carnation Instant Nonfat Dry 
Milk mixed 25% over-strength. 

One-third cup extra crystals per liquid 


quart when mixing provides 25% more cal- 


cium, protein, and B-vitamins than ordinary 


nonfat milk. Because your patients can add 
this additional amount, 
they get needed nutrients 
— without excessive calo- 
ries. And its richer, more 
delicious flavor mixed 





over-strength is a natural 





way to extra nutrition 


WANA CNSING 
they'll enjoy. Costs them — | X 


sean I 


only 10¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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WHEN 
THE PATIENT 
WITHOUT 
ORGANIC DISEASE 


COMPLAINS OF Sitadiitemeise rien 
’ flatulence, belching, 
intestinal atony, 
indigestion, 













CONSIDER biliary dysfunction and NEOCHOLAN 





pippres: 
the pain 
lirect re 














NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 


edaprir 
d 500 | 


nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. etylsali 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages f pain; | 
normal peristalsis by restoring intestinal tone. busative 


arbonate 








Each tablet provides: Dehydrocholic Acid Compound, fie, PITMAN-MOORE COMPANY 


P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methylbromide 1.2 mg.; Phenobarbital M DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS, INDIANA 


8.0 mg. Supplied in bottles of 100 tablets. 
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Analgesics alone merely mask pain. 

ew Medaprin adds Medrol* to 
jippress the inflammation that causes 
the pain and stiffness. Thus, to the 
lirect relief of musculoskeletal pain, 


daprin 


lds restoration of function. 
edaprin is supplied in bottles of 100 

d 500 tablets, each containing: 300 mg. 
etylsalicylic acid for prompt relief 

f pain; 1 mg. Medrol to suppress the 
husative inflammation; 200 mg. calcium 
krbonate as buffer. 
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rademark, Reg. U. S. Pat. Off. — methylprednisolone, Upjohn 


tademark, Reg. U. S, Pat. Off. 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 








safe and practical treatment 
of the postcoronary patient 


A basic characteristic of the postcoronary patient, 
whether or not cholesterol levels are elevated, is his 
inability to clear fat from his blood stream as rapidly 
as the normal subject.!? Figure #1 graphically illus- 
trates this difference in fat-clearing time by compar- 
ing atherosclerotic and normal subjects after a fat 
meal.3 


“Slow clearers” gradually accumulate an excess of 
fat in the blood stream over a period of years as 
each meal adds an additional burden to an already 
fat-laden serum. As shown in figure #2, the blood 
literally becomes saturated with large fat particles, 
presenting a dual hazard to the atherosclerotic 
patient: the long-term danger of deposition of these 
fats on the vessel walls, and the more immediate 
risk of high blood fat levels after a particularly 
heavy meal possibly precipitating acute coronary 
embarrassment.° 


In figure #3, the test tube at the left contains lipemic 
serum, while the one at the right contains clear, or 
normal serum. If serum examined after a 12-hour 
fasting period presents a milky appearance, this is 
a strong indication that the patient clears fat slowly 
and is a candidate for antilipemic therapy in an 
effort to check a potentially serious situation. 


‘Clarin’, which is heparin in the form of a sublingual 
tablet, has been demonstrated to clear lipemic 
serum.”*®7 Furthermore, a two-year study using 
matched controls resulted in a statistically significant 
reduction of recurrent myocardial infarction in 130 
patients treated with ‘Clarin’.® 

‘Clarin’ therapy is simple and safe, requiring no clot- 
ting-time or prothrombin determinations. Complete 
literature is available to physicians upon request. 


References: 1. Anfinsen, C. B.: Symposium on Atherosclerosis, 


National Academy of Sciences, National Research Council Publication, 


338, 1955, p. 218. 2. Berkowitz, D.; Likoff, W., and Spitzer, J. J.: 
Clin. Res. 7:225 (Apr.) 1959. 3. Stutman, L. -” and George, M.: 
Clin. Res. 7:225 (Apr.) 1959. 4. Wilkinson, C. F., Jr.: Annals of Int. 
Med. 45:674 (Oct.) 1956. 5. Kuo, P. oe oe} “Joyner,  &., Sf. 
J.A.M.A. 163:727 (March 2) 1957. 6. Fuller, H. L.: Angiology 9: 311 
(Oct.) 1958. 7. Shaftel, H. E., and Selman, D.: Angiology /0:131 
(June) 1959. 8. Fuller, H. L.: Circulation 20:699 (Oct.) 1959. 


Clarin 


(sublingual heparin potassium, Leeming) 





28A 





26-- Fig. i 






Fat-clearing time in hours 
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Atherosclerotic Subject 














Fig. 3 














Indication: For the management of 
hyperlipemia associated with atheroscle- 
rosis, especially in the postcoronary 
patient. 


Dosage: After each meal, hold one tablet 
under the tongue until dissolved. 


Supplied: ‘Clarin’ is supplied in bottles 
of 50 pink, sublingual tablets, each con- 
taining 1500 I.U. of heparin potassium. 
*Registered trade mark. Patent applied for. 


New ion 17, n¥ Y. 
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you read this 
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brand of furaltadone 


a “first choice” antimicrobial 


In the 10 months since its introduction, ALTAFUR has effected cures in 75 per cent 
and improvement in an additional 15 per cent of recorded? cases. These cases in- 
cluded: 


w respiratory infections = wound infections = pyoderma = abscess 
w E.E.N.T. infections = bacteremia = osteomyelitis 

Altafur is orally effective against the vast majority of common 
infections caused by pathogenic bacteria—including antibiotic- 
resistant staphylococci 

= therapeutic success is outstanding = development of significant bacterial resistance 


is seldom—if ever—encountered # normal intestinal flora is not unfavorably affected 
# monilial overgrowth has never been reported 


For a better index of therapeutic success use Altafur 


Tablets of 250 mg. (adult) and 50 mg. (pediatric), bottles of 20 and 100. 

Average adult dose: 250 mg. four times a day. Pediatric dosage: 22-25 mg./Kg. (10-11.5 
mg./lb.) body weight daily in 4 divided doses. Each dose should be taken with meals, 
and with food or milk at bedtime. Alcohol should not be ingested in any form, medi- 
cinal or beverage, during ALTAFUR therapy and for one week thereafter. 

*Based on a projection of ALTAFuR Tablets dispensed in 10 months since their introduction. 
+Compiled by the Medical Department, Eaton Laboratories, from case histories received. 
NITROFURANS—a unique class of antimicrobials 

EATON LABORATORIES, NORWICH, NEW YORK 











peg - nes 





NEW MOON 





B. syelee > Mn 


16 j eel $4 


therapy in {AF [ics 
arth ritis. : : and als 


%] 3 pectori 



















therape 


benefit 
replace 


prolc 
for at | 





cons 
treated 
compat 
than ot 


— 


specify © Bufferin’ and = 











. s 8 Electro 
avoid salicylate intolerance tieioe 
betwee 
Master 
new an 
Gastric distress due to aspirin used alone 1. Muir, A., and Cossar, I.A.: Brit. M.J. Lit 
py CEE OOS RE e 2:7-12 (July 2) 1955. 2. Waterson, A. P.: teratu 
is being reported with increasing fre- | Brit. M.J.2:1531 (Dec. 24) 1955. 3. Brown, 
quency. 1-7 R. K., and Mitchell, N.: Gastroenterology 1, Frem« 
4 : : : ee 31:198-203 (August) 1956. 4. Kelly, J. J., 2. Sumn 
BUFFERIN is superior to plain aspirin Jr.: Am. J. Med. Sci. 232:119-128 (Au- 3. Sherk 
: ++ ¢ : phates 2 » 40 de gust) 1956. 5. Brick, I. B.: J. Am. Med. 4. R 
at it avoids gas t is age JD. Ds ’ Fad ; 
- that it a oids gastric intolerance; 1 Assn, 163:1217-1219 (April 6) 1987. 6. uss¢ 
... the drug of choice where prolonged, Trimble, G. X.: Correspondence, J. Am. 
high salicylate levels are indicated.”’8 Med. Assn. 164 :323-324 (May 18) 1957. 
% ij : 7. Lange, H. F.: Gastroenterology 33 :770- 
“ . . is 4 to 5 times better tolerated 777 and 778-788 (Nov.) 1957. 8. Tebrock, 
¢ dtnary acninn »'8 H. E.: Ind. Med. & Surg. 20:480-482, 
than ordinary Se 1951. 9. Harrisson, J. W. E.; Packman, 
Swift-acting BUFFERIN is detectable E. W., and Abbott, D. D.: J. Am. Pharm. 
. ase es Ay . Assn. (Scient. Ed.) 48 :50-56 (Jan.) 1959. a 
in the plasma 60 seconds after oral inges- 10. Paul, W. D.; Dryer, R. L., and Routh, 
tion,9 its absorption being expedited by J. L.: J. Am. Pharm. Assn. (Scient. Ed.) 
the presence of antacid. 10. PaaS ee 
For a complimentary supply of BUFFERIN write: 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
‘ * 
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new nitrate 
offers 


new benefits 
for 
anginal patients 


er 


Fremont! notes that Isorpit ‘‘.. . has been very 

effective in increasing the exercise tolerance of patients 

and also reducing the number of attacks of angina 

pectoris of the decubital type.’’ Prophylactically and 
therapeutically, Isorpit provides four distinctive advantages. 


if 





onset —ready solubility of Isorpit produces 
benefits within 15 to 30 minutes (not intended to 
replace emergency use of nitroglycerin). 


prolonged action—benefits of isorpit persist 
for at least 4 hours per oral dose of 10 mg. 


istent effcct—ss per cent of patients? 
treated have responded favorably to IsorDiL. In 
comparative studies, Sherber* found Isorpit better 
than other therapy in 17 of 18 patients. 


unusual safety—only reported side reaction: 
transitory, easily-controlled headache. 


Electrocardiographic studies by Russek* clearly show 
that IsorDIL produces a more favorable balance 

between oxygen supply and demand following the 
Master two-step test. He concludes that ‘‘IsorpiL is a 
new and effective agent for therapy of angina pectoris.”’ 


Literature and professional samples available on request. 
1. Fremont, R.E.: Personal Communication (Dec., 1959). 
2. Summary of Case Reports on File, lves-Cameron Company. 


3. Sherber, D.A.: Personal Communication (Oct., 1959). 
4, Russek, H.I.: Personal Communication (Oct., 1959). 


TABLETS 


[SORDIL, 


Isosorbide Dinitrate, lves-Cameron 


G/ IVES-CAMERON COMPANY + New York 16, New York 


*Trademark 














breakfast cereal calories 
are full of good nutrition 
and are low in fat 


Medical and nutrition experts are concerned 
because the teen-age, elderly, and obese individu- 
als are consuming too many empty calories. 
When a moderate reduction of dietary fat is 
indicated, breakfast cereal calories merit consid- 


eration because they provide low-fat content and 


nutritive value of breakfast cereals 


(based on composite average) 








Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals, Chicago: Cereal Institute, Inc., 1956. 


are full of good nutrition as shown in the table 
below. Whole grain, enriched, and restored break- 
fast cereals, hot or ready to eat, considered as a 
group contribute protein, important B vitamins, 
and essential minerals in addition to the carbo- 
hydrates needed for quick energy. 











CEREAL INSTITUTE, INC. - 135 South LaSalle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of national nutrition 


32A 





Lu 











able 


AS a 


ins, 









+ | Geriatric 
| | appetite... 
@/ 


Ion-exchange vitamin B;2 administration provides unique superiority over 
previous oral forms of the vitamin. Present in Cynal as L.B.© 12, ion- 
exchange vitamin Bj». protects against gastric destruction and provides 
smooth, sustained absorption . . . up to 5 times as great as with ordinary 
preparations.! 

With vitamin B)2 therapy, beneficial effects on appetite and well-being 
have been observed in patients showing marked deficiency in the vitamin. 
In the aged, deficiencies of B;2 are commonly encountered! and have been 
CINCINNATI 3, OHIO rapidly corrected! with ion-exchange Bj» therapy. 

A single dose of Cynal provides not only generous amounts of vitamin Bj» 
but also vitamins B, and Bg as valuable adjuncts to absorption? and body 
metabolism. 





LLOYD BROTHERS, INC. 








5-fold ORAL 


absorption of vitamin B,,... 
plus tasty “Cherro-Chew” 
tablets which dissolve 

on the tongue or are 

easily crushed on a spoon. 














@/ 


Cynal is prepared in “Cherro-Chew” tablets for easy and pleasant 
administration. Soft, tasty cherry-flavored tablets can be dissolved 
on the tongue, chewed or swallowed whole. For liquid administra- 
tion, crushed Cynal tablets dissolve readily in water. 


EACH SOFT TABLET CONTAINS: 


Thiamine mononitrate (vitamin Bi). . . . . . . 10mg. 
Vien Bien. 6.18") 6 a ee a Oa se Ps. 
Pyridoxine hydrochloride (vitamin Bs) . . . . . . Smg. 


*Lloyd's absorption-enhancing complex of vitamin B,2 (B;2 from Cobalamin Concentrate). 
DOSE: One tablet per day. 


SUPPLIED: Bottles of 50 tasty Cherro-Chew tablets. 


REFERENCES: 
1. Chow, B. F.: Gerontologioa 2:213-221, 1958. 
2. Chow, B. F., et al.: Am. J. Clin. Nutrition 6:386, 1958. 


LLOYD BROTHERS, INC. CINCINNATI 3, OHIO 
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Patients are happier when doctors choose 


They are free of the visceral discomfort and 
prolonged embarrassment so often caused 
by older enema methods. The ready-to-use 
Fleet Enema squeeze bottle also does away 
with troublesome preparation and cleanup 
procedures. Insertion is made easy and safe 


You can order Fleet Enema with confidence for a variety 
of diagnostic and therapeutic purposes— even for 


100 ce. contains: 16 Gm. sodium biphosphate and 6 Gm. 





with the pre-lubricated, anatomically cor- 
rect 2-inch rectal tube. Most important — 
Fleet Enema provides a quick yet thorough 
cleansing action with only 41% fl.oz. of pre- 
cisely formulated, standardized solution.’ 


patients on sodium-restricted regimens.2 Systemic 
absorption is negligible. 


4Y2-flioz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 


Retention Enema, 4%-fl.oz. ready-to-use unit containing Mincral Oil U.S.P. 


1. Rosenfield, H. H., et al.: Obst. & Gynec. 11:222, 1958. 2. Hellman, L. D.: To be published. 


cee: 33> FLEET ENEMA 


EADY-TO-USE SQUEEZE BOTTLE 


Fleet’ Enema 


C. B. FLEET CO., INC, LYNCHBURG, VIRGINIA 
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the proven anticoagulant 


FOR ORAL, INTRAVENOUS OR INTRAMUSCULAR USE 


Over 60 published papers 


since 1953 


COUMADIN is the original and 
only warfarin responsible for 
establishing this drug as 
closely approaching the ideal 
anticoagulant.” 


101,000,000 

Over 96-006000 

doses administered 
to date 


f 
coumani® 
Wertacin’ Soasien 


Es 
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Full range of oral and parenteral dosage forms — 
COUMADIN® (warfarin sodium) is available as: Scored 
tablets—2 mg., lavender; 5 mg., peach; 7'2 mg., yellow; 
10 mg., white; 25 mg., red, Single Injection Units—one 
vial, 50 mg., and one 2-cc. ampul Water for Injection; 
one vial, 75 mg., and one 3-cc. ampul Water for Injection. 


Average Dose: Initial, 40-60 mg. For elderly and/or de- 
bilitated patients, 20-30 mg. 

Maintenance. 5-10 mg. daily, as indicated by prothrombin 
time determinations. 


1. Baer, S., et al.: J.A.M.A, 167:704, June 7, 1958. 
2. moe m M.: Disease-a-Month, Chicago, Yr. Bk, Pub., Mar., 
1, Px 19. 


J a Complete Information and Reprints on Request 
in .¢ ENDO LABORATORIES Richmond Hill 18, New York 


*Manvfactured under license from the Wisconsin Alumni Research 








“Because Caroid and Bile Salts Tablets are not harsh, 
but act gently to produce a normal bowel movement, 
I prefer them for my ‘over 40’ patients.” 





Caroid & Bile Salts-...... 


The combined action of the principal ingredients in Caroid and Bile 
Salts Tablets provides 3-way, physiologic relief of constipation. 
Caroid® — potent proteolytic enzyme for improved protein digestion. 
Bile salts — choleretic for treatment of biliary stasis; hydrotropic for 
soft, well-formed stools. 

Stimulaxant — to improve smooth muscle tone, restore regularity. 


Dosage: 1 or 2 Caroid and Bile Salts Tablets should be taken with at least 
1 glass of water about 2 hours after breakfast and at bedtime. 


Samples on Request. | 
American Ferment Co., Inc., 1450 Broadway, New York 18, N. Y. 
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Areas of Special 
Usefulness 


IN 


ARAX 


(brand of hydroxyzine) 


a record of effectiveness — over 200 labora- 


secretion. 


Supportive Clinical Observation 


Atarax ‘‘...seems to be the agent of choice in patients 
suffering from removal disorientation, confusion, con- 
version hysteria and other psychoneurotic conditions 
occurring in old age.” Smigel, J. 0., et al.: J. Am. 
Geriatrics Soc. 7:61 (Jan.) 1959. 


tory and clinical papers from 14 countries. Widest 
latitude of safety and flexibility—no serious adverse 
clinical reaction ever documented. Chemically distinct 
among tranquilizers—not a phenothiazine or a mepro- 
bamate. Added frontiers of usefulness—antihistaminic; 
mildly antiarrhythmic; does not stimulate gastric 


++. and for 
additional evidence 
Settel, E.: Am. Pract. & 
Digest Treat. 8:1584 
(Oct.) 1957. Negri, F.: 
Minerva med. 48:607 
(Feb. 21) 1957. 





“All patients [many with circulatory or respiratory dis- 
orders] perfectly tolerated the medication, which was 
continued for a long time in certain cases.” Jouan, F.: 
Santé Publique 13:161 (July 5) 1958. 


Ende, M.: Virginia M. 
Month. 83:503 (Nov.) 
1956. Dolan, C. M.: Cali- 
fornia Med. 88:443 (June) 
1958. 





; IN 
PSYCH . 
OSOmar; 
COMPLAINTS © 


x 


tablet b.i.d. 











Atarax “... favorably modified psychosomatic mani- 
festations when they were caused by an increase in 
emotional tension. In states of excitation, anxiety neu- 
roses, and arteriovisceral conditions, the therapeutic 
results obtained were often much more favorable than 
those produced by other therapies.” Farah, L.: Internat. 
Rec. Med. 169:379 (June) 1956. - 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 





Shalowitz, M.: Geriatrics 
11:312 (July) 1956. 
Schuller, E.: Gaz. des 
Hépitaux 129:391 (Apr. 10) 
1957. 


Dosage: One 25 mg. tablet, or one tbsp. syrup, q.i.d. For severe emotional disturbances and sedation, one 100 mg. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bottles of 100. Syrup (10 mg. per tsp.), pint bottles. Parenteral 
Solution: 25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 2 cc. ampules. Prescription only. 
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The lady looks for 
sheerness... youre after 
therapeutic support. 
There's one way to 
set both 


Fact is, few women know the essential 
difference between support nylons 
and true elastic hosiery. They look 
for the words “‘sheer”’ and ‘‘support.” 
No further. 

Even the woman in serious need of 
relief from varicosities may not look 
any further. Unless, of course, she 
learns what to expect from elastic 
hosiery. Unless she understands the 
therapeutic value of nylon wrapped, 
rubber threads—the material that 
makes the critical difference between 
the authentic compression you want 
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ir jalient’s cooperation... be sure she has 


» straight facts 
1 elastic stockings 
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and the superficial pressure of the 
stretch nylons that are apt to catch 
her eye. 


The constant support of rubber 


She can see that nylon stretches. But 
she can’t see that this is a lazy kind of 


out, these long-wearing hose main- 
tain true leg support at a cost between 
only 3 and 4 dollars a month. 

As the world’s largest maker, Bauer 
& Black is able to offer a full range 
of styles—for workaday wear, for 
casual dress or for formal occasions. 





J stretch—with little return force. Prices start at $7.50 a pair. . . expert 
With rubber in every supporting fitting is available at all leading drug, 
thread, Bauer & Black Elastic Hosiery department and surgical supply 
anid provides positive, even pressure over stores. 
6 Lael the veins. With Bauer & Black Elastic ' 
ed , Hosiery, she gets the therapy and For literature on treat- 
*y loo é : ‘ ment and prevention of 
ort.” prophylaxis you intend. She receives varicose veins by com- 
Ppom. | the relief she needs, with the sheer pression, write Bauer & 
; look she likes. Black,Dept. GE-7, 309 
need 0 West Jackson BJvd., 
ot ee Fashionable 51 gauge sheerness Chicago 6, Illinois. 
rse, she ; 
- elastic Itshould be pointed out to her, how- “ 
nds the § “vers that she has to get the hose out Bauer \ Black 
rapped, of the box and on her legs to appre- F] an. 
‘al that ciate how much they look like her astit 
between § ‘8ular sheer nylons. Also, that when H OS i ery 
ou want the replacement costs are averaged 2 ‘ 
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mfor a smooth 
downward curve 


New Rautrax-N results in prompt lowering of blood pres- 
sure.’ Rautrax-N, a new and carefully developed antihyper- 
tensive-diuretic preparation, provides improved therapeutic 
action! plus enhanced diuretic safety for all degrees of essen- 
tial hypertension. A combination of Raudixin and Naturetin, 
Rautrax-N facilitates the management of hypertension when 
rauwolfia alone proves inadequate, or when prolonged treat- 
ment, with or without associated edema, is indicated. 
Naturetin, the diuretic of choice, also possesses marked 
antihypertensive properties, thus complementing the known 
antihypertensive action of Raudixin. In this way a lower 
dese of each component in . 
Rautrax-N controls hyper- 
tension effectively with 
few side effects and 
greater margin 
of safety. 
1-16 
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Other advantages are a balanced electrolyte pattern!-16 and 
the maintenance of a favorable urinary sodium-potassium 
excretion ratio.2-16 Clinical studies!5 have shown that the 
diuretic component of Rautrax-N—Naturetin—has only a 
slight effect on serum potassium. The supplemental potas- 
sium chloride provides additional protection against potas- 
sium depletion which may occur during long term therapy. 


Rautrax-N may be used alone or in conjunction with other 
antihypertensive drugs, such as ganglionic blocking agents, 
veratrum or hydralazine, when such regimens are needed 
in the occasionally difficult patient. 


Supply: Rautrax-N—capsule-shaped tablets providing 50 
mg. Raudixin (Squibb Rauwolfia Serpentina Whole Root) 
and 4 mg. Naturetin (Squibb Benzydroflumethiazide), with 
400 mg. potassium chloride. 


Dosage: Initially-1 to 4 tablets daily after meals. Mainte- 
nance-1 or 2 tablets daily after meals; maintenance dosage 
may range from 1 to 4 tab- 
lets daily. For complete in- 
structions and precautions 
see package insert. Litera- 
ture available on request. 


References: 1. Reports to the Squibb 
Institute, 1960. 2. David, N.A.; 
Porter, G. A., and Gray, R. H.: Mono- 
graphs on Therapy 5:60 (Feb.) 1960. 
3. Stenberg, E. S., Jr.; Benedetti, A., 
and Forsham, P.H.: Op. cit. 5:46 
(Feb.) 1960. 4. Fuchs, M.; Moyer, J. 
H., and Newman, B. E.: Op. cit. 5:55 
(Feb.) 1960. 5. Marriott, H. J. L., and 
Schamroth, L.: Op. cit. 5:14 (Feb.) 
1960. 6. Ira, G. H., Jr.; Shaw, D. M., 
and Bogdonoff, M. D.: North Carolina 
M. J. 21:19 (Jan.) 1960. 7. Cohen, B. 
M.: M. Times, to be published. 8. 
Breneman, G. M. and Keyes, J. W.: 
Henry Ford Hosp. M. Bull. 7:281 
(Dec.) 1959. 9. Forsham, P. H.: 
Squibb Clin. Res. Notes 2:5 (Dec.) 
1959. 10. Larson, E.: Op. cit. 2:10 
(Dec.) 1959. 11. Kirkendall, W. M.: 
Op. cit. 2:11 (Dec.) 1959. 12. Yu, P. 
N.: Op. cit. 2:12 (Dec.) 1959. 13. 
Weiss, S.; Weiss, J., and Weiss, B.: 
Op. cit. 2:13 (Dec.) 1959. 14. Moser, 
M.: Op. cit. 2:13 (Dec.) 1959. 15. 
Kahn, A., and Grenblatt, |. J.: Op. cit. 
2:15 (Dec.) 1959. 16. Grollman, A.: 
Monographs on Therapy 
5:1 (Feb.) 1960. 
Squibb Quality —the 
Priceless Ingredient 


SQUIBB 
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sravoixin’® “rautrax’® and “NATURETIN’ ARE SQUIBB TRADEMARKS. 


The proved, effective antihypertensive— 
now combined with a safer, better diuretic 


RAUTRAX- 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride 














Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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tiny doses 
mean 
smoother 
steroid 
therapy* 


(*So smooth and protracted that even among rheumatoid arthritis 
patients “morning stiffness in a great majority of these patients just doesn’t 
exist any more. They wake up comfortable.” —Iuppa, N. V.: In press.) 
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Plasma hydroxycorticosteroid 


levels in an 
addisonian patient 


following administration 


of Medrol Medules 


““Medrol 
Medules 


therapeutic 
' control lasts 
Se longer... 
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11 


Plasma 17 hydroxycorticosteroid in meg./100 ml. 














Time 8 9 101112 123456786 910 17-12 12345678 





i. Js A a oa mer 
a oz, ages <, e 
A a.m. p.m. A a.m. 
oral dose 8 mg. 8 mg. 


tTrademark, Reg. U.S. Pat. Off.—methylprednisolone, Upjohn 


**Trademark 





... because 
pH-patterned 
slow release 


» relatively acid medium 
the fasting stomach, Medules 
kept essentially intact by 
eir special pH-sensitive coating 
bout 5% of Medrol content 
leased in 2 hours at pH 1.2). 


BUT HERE AT pH 7.5 


the environment of the 
duodenum (at pH of approx 

ately 7.5) 90% to 100% 

the Medrol content is 
eleased within 4 hours. 


... means 
gradual 
steroid 
absorption [anaes 





basic in the care of the aging 


Metalex: 


when body tone, mental 
and sensory faculties 
begin to fade—she’s 
irritable, confused, 
forgetful, apathetic 


when vision begins to dim— 
in loss of 

visual acuity, in 

loss of peripheral 

vision 


when voices begin to fade— 
in loss of auditory 
acuity, in tinnitus 


Met alle x cerebral stimulant/vasodilator 


The stimulant — pentylenetetrazol—facil- 
itates cerebral and reflex nerve activity. 
The vasodilator —nicotinic acid—aug- 
ments blood and oxygen supply to vital 
areas— 

Thus, METALEX increases body tone and 
aids mental and sensory faculties. 
Composition: Each teaspoonful (5 ml.) of 
the Elixir and each Tablet contains: Pentyl- 
enetetrazol 100 mg., Nicotinic Acid 50 mg. 


Dosage: One or two teaspoonfuls of the 
Elixir or one or two Tablets four times a 
day —one-half hour before meals and before 
bedtime. 


Available: Elixir: Pint and Gallon bottles. 
Tablets: Bottles of 100 and 1000. 


References: 1. Goodman, L, S. and Gilman, A.: The 
Pharmacological Basis of Therapeutics, 2nd Ed., New 
York, Macmillan Company, 1955. 2. O’Reilly, B O., 
Demay, M. and Kotlowski, K.: Cholesteremia and 
Nicotinic Acid, A.M.A. Arch, Int. Med, 100:797-801 
(Nov.) 1957. 


STORCK Pharmaceuticals, Inc., 


2326 Hampton Bivd., St. Louis 10, Mo. 























A TEXTBOOK THERAPY FOR ASTHMA 


a : Just 3 to 6 inhalations of Vaponefrin relieve onc. 


and restore breathing comfort 


“< ..the greatest improvement (in vital 
eee capacity-time relationship) 
ae. occurs during the first second.” 


Unsurpassed record of efficacy and safety 
Vaponefrin Solution (racemic epinephrine)... 

e “The preparation we have found most effective is 
called ‘Vaponefrin’.”3 

e “The deposition of a fine bronchodilator mist [such 
as Vaponefrin] on the mucosa of the bronchi and 
bronchioles of the respiratory tract presents many 
significant advantages over the parenteral use of 
epinephrine.” 
@ May be used by hypertensive and cardiac patients; 
no appreciable effects on blood pressure, peripheral 
resistance, C.N.S., with ordinary doses.2 


Produces particles of critical micrometric 
accuracy, for maximum efficacy 
Vaponefrin Nebulizer... 


© Its exclusive baffle produces a voluminous mist of 
particles with average radii of 1 micron.! 

@ Only particles in this range can penetrate smaller 
bronchioles and alveoli for almost instantaneous 


effect.} 
Professional literature and a complimentary office demon- 
stration set available on request. 





Supplied: Solution (2.25%) racemic epinephrine hydro- 
chloride, bottles of 7.5, 15 or 30 cc.; Nebulizers, Standard 
size and conveniently-carried Pocket size, Also Vaponefrin 
Aerosol Unit (Nebulizer and Solution). 


References: 
1. Segal, M. S., and Dulfano, M. J.: Chronic Pulmonary Emphysema, New York, 
Grune & Stratton, 1953, p. $@. 2. Farber, S. M., and Wilson, R: H. L.s Aon, 
int, Med, 50:1241, 1959. 3. Barach, A. L., and Cromwell, H. A.: Med. 
Clin. No. America, May 1940, p. 621. 4. Bickerman, H. A., and 
Barach, A, L.: Drugs of Choice, 1960-1961 (W. Modell, ed.), 

St. Louis, The C. V. Mosby Co., 1960, p. 524. 


The VAPONEFRIN Company 
666 Fifth Avenue » New York 19, N.Y 7 Documented by 
163 published 

clinical 
evaluations and 
standard textbook 
references. 
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for unmatched tolerance and optimal absorption 
in all iron deficiency anemias ——— and especially 
when iron absorption is defective... 





WITH VITAMIN G 


MOL-IRON is well tolerated by 97.9% of patients. !-!0 In contrast, 22.4% 
of patients receiving ferrous sulfate and other forms of iron show g.i. side 
effects. MOL-IRON is not just an ordinary iron salt. MOL-IRON is a spe- 
cially processed, co-precipitated complex of ferrous and molybdenum salts. 
VITAMIN C is nowadded to MOL-IRON because —‘‘Optimal absorption of iron 
is best assured by administering it in the ferrous form with ascorbic acid...’’1 
Each tablet contains: MOL-IRON (ferrous sulfate 195 mg., and molyb- 
denum oxide 3 mg.) plus Ascorbic acid 75 mg. Bottles of 100. Dose: 1 
or 2 tablets t.i.d. White Laboratories, Inc., Kenilworth, New Jersey 














A 











Beating 
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Slow it 
down with 


SERPASI L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cisa) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 


SUPPLIED: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 
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nanagement of exogenous 


UNDERWEIGHT 
Super WATE-ON 


Super Wate-On emulsion provides greater efficacy (1) 
in the management of underweight because: 

















@ it furnishes the highest degree of calorie saturation—660 
calories per 100 c.c. 


® calories come from natural vegetable fat (corn oil) not 
animal fat, does not tend to raise blood cholesterol 
levels as might other fat compounds. 


@ emulsion is extremely palatable, buffered and homo- 
genized to such a fine state of suspension it is readily 
assimilated. Emulsifier is included to help digest fats 
taken at meals. 


@ rich in L-Lysine, effective (2) as a gastric secretagogue 
and for its aid in protein utilization. 
@ includes selected vitamins to preclude the possibility 


of poor appetite due to sub-clinical deficiencies. 


Whenever a gain in weight is indicated, Super Wate-On 
is the Rx of regular efficacy. 


SUPER WATE-ON CONTAINS 


660 cal. per 100 c.c., L-Lysine, plus selected 
vitamins and iron in a buffered and homog- 


enized emulsion. 


(1) Clinical study of 96 Underweight Cases. (Unpublished) 
(2) Sackler, A.M. and Sophian, L.H.; Gastric Secretagogue effect of lysine monohydrochlo- 
ride, Science 126: 255-256, Aug. 9, 1957. 


dm THE FLEETWOOD COMPANY . Chicago 6, III, 
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asleep.. 
not drugged 


For a night of deep, refreshing sleep and a lively awakening... Noludar 300...one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are she’ll tell you 


‘I slept like a log” 


NOLUDAR 300 


brand of methyprylon 800-mg capsules 


CiRScHe) 


4\| ROCHE LABORATORIES » Division of Hoffmann-La Roche Inc « Nutley 10, New Jersey 














in the low back syndrome 





7 sprains 





= strains 
s arthritis 


f «rheumatism 


Le 4 









relieves 


h pain and stiffness 
with speed and safety 


**, .. SoA is very effective in decreasing paravertebral muscle spasm and the associated back 





— 

















pain. Its administration is simple; it is effective for reasonably long periods of time; and evi- 
9999 


dences of toxicity are rare even on prolonged use. 
RESULTS WITH SOMA IN THE LOW BACK SYNDROME 
Excellent to very good 68% 


Good to fair 23.7% Se 


Investigators’ reports to the Medical Department, Wallace Laboratories. (Total of 278 cases) 


NOTABLE SAFETY—extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage 


FAST ACTION—starts to act promptly SUSTAINED EFFECT—relief lasts up to 6 hours 








Es » USE —usual adult dose is one 350 mg. tablet 3 times daily and at bedtime 





SUPPLIED—as white, coated 350 mg. tablets, bottles of 50. Also available for pediatric use: 
250 mg. orange capsules, bottles of 50 


(carisoprodol Wallace) 


The only drug combining analgesia with muscle relaxation in a single molecule 


1, Berger, F. M., Kletzkin, M., Ludwig, B. J., Margolin, S. and Powell, L. S.: J. Pharm. Exp. Ther. 127:66, (Sept.) 
1959, 2. Leake, Chauncey D.: Proceedings of the Symposium on The Pharmacology and Clinical Usefulness of 
Carisoprodol, Wayne State University Press. Detroit. 1959. p. 8. 3. Kestler, Otto: Ibid. p. 143. 4. Proctor, Richard 
C.: Ibid. p. 122. 5. Berger, Frank M.: Ibid. p. 25. 6. Goodgold, Joseph, Hohmann, Thomas and Tajima, Toshihiro: 
Ibid. p. 66. 7. Gammon, George D. and Tucker, Samuel: Ibid. p. 79. 8. Baird, Henry W. and Menta, Dominic A.: 
Ibid. p. 85. 9. Cooper, C. David and Epstein, Jerome H.: Ibid. p. 97. 10. Korst, Donald R., Gerard, R. W., Miller, 
James G., Small, Iver F., Graham, I. J. and Winkelman, Eugene I.: Ibid. p. 104. 11. Friedman, Arnold P.: Ibid. p. 
115. 12. Trimpi, Howard D.: Ibid. p. 150. 13. Wein, Arthur B.: Ibid. p. 156. 14. Olds, James and Travis, R. P.: 
Ibid. p. 39. 15. Hess, Eckhard H., Polt, James M. and Goodwin, Elizabeth: Ibid. p. 51. 16. Phelps, Winthrop M.: 
Ibid. p. 131. 17. Spears, Catherine E.: Ibid. p. 138. 18. Hyde, L. P. and Hough, Charles E.: Ibid. p. 166. 19. Spears, 
Catherine E. and Phelps, Winthrop M.: Arch. Pediat., 76:287, (July) 1959. 20. Phelps, Winthrop M.: Arch. 
Pediat., 76:243, (June) 1959, 21. Friedman, Arnold P.: Paper presented at Scientific Meeting, New York 
State Society of Industrial Medicine, Inc., New York, Sept. 30, 1959, 22. Frankel, Kalman: Ibid, 23, Fransway, 
Robert L.: Ibid. 24. Kuge, T.: Unpublished reports, 


Literature and samples on request 


Watvace Laporatories, New Brunswick, New Jersey i) 

















Care of the Surgical Patient 


JACOB A. GLASSMAN, M.D., and RAYMOND W. 
MCNEALY, M.D., 1959, Baltimore: Williams & Wil- 
kins Co. 320 pages. $6.50. 

This book, which is in outline form, will be 
of greatest use to interns and first-year resi- 
dents in surgery. 

Lack of a table of contents is a serious 
omission for any scientific book. Initially, 
the book contains chapters of “Don’ts for 
the Surgical Nurse, Intern, and Resident,” 
followed by many generalities concerning 
diets, medication, antibiotics, instructions 
for daily rounds, orders for removal of su- 
tures, and another chapter entitled “Don’ts 
in Surgical Nursing.” These chapters give 
insight as to the group to whom the book is 
directed, namely, interns and residents in 
surgery. The chapter on blood transfusions 
could be read by technicians who manage 
blood banks. 

The chapters on fluid balance as well as 
those on pediatric fields are brief and in- 
formative. However, as is true throughout 
the remaining chapters, these are not cov- 
ered in depth, as there is no information on 
physiologic or pathologic data. In view of 
these omissions, the book will not be of in- 
terest to the keener students of surgery or 
to surgeons. 

The chapter on anesthesia is lacking in 
precise physiologic data for the anesthetic 
agents under consideration. Since the field 
of anesthesia has undergone vast changes in 
the past decade with the introduction of 
many new drugs to its armamentarium, this 
chapter would have served its purpose 
better had it been written by an anesthesi- 
ologist as a guest author. 


An important and basic difference in opin- 
ion between the author and this reviewer 
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q book ruviaws 





All books intended for review 

and all correspondence relating to 
this department should be sent 

to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


exists concerning the use of antibiotics. It 
has been well established that employing 
antibiotics as a prophylactic measure post- 
operatively has been found to be both use- 
less and dangerous. Also, operative use, as 
recommended in many conditions, must of 
necessity be condemned except for intestinal 
sterilization prior to large bowel surgery. 
Administration of penicillin following all 
catheterization is open to serious question. 

In the latter part of the book, where or- 
ders covering the more common operative 
procedures are listed, each patient receives 
a far more extensive work-up than is needed 
for proper evaluation. When an inexperi- 
enced doctor reads these orders, he may be- 
lieve that any omission would be poor sur- 
gical judgment and hence subject patients 
to many unnecessary and expensive tests. A 
good history and physical examination are 
still the 2 most important aspects in arriving 
at a correct diagnosis. Many orders are su- 
perfluous, such as ordering a blood cevitam- 
ic acid test in stomach cases and a gamma 
globulin and galactose tolerance test for 
gallbladder cases. The practice of placing a 
Levin tube on suction the night before sur- 
gery without giving any parenteral fluids is 
one that would lend to a marked disturb- 
ance in electrolytes. 

The book lacks illustrations, but its ap- 
pearance is attractive. Poor proofreading is 
evident in many places, with many words 
misspelled. Too many abbreviations are 
used throughout, and the bibliography is 
inadequate. Also, some terminology, such as 
female laparotomies and happy and unhap- 
py surgery, shows a lack of profound 
thought. 

This book will be of greatest merit when 

(Continued on page 57A) 
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TA R G ET ACT 0 \ specifically on the large bowel 
a selective peristaltic stimulant * smooth, overnight action 
* nogriping * well tolerated, non-habituating 
Available in 75 mg. scored tablets and suspension. 


(1,8-dihydroxyanthraquinone) 


& Double-strength capsules for maximum 


economy and convenience. 
(Dorbane, 50 mg. + dioctyl sodium sulfosuccinate, 100 mg.)* 


& For lower dosage and in children. 


Available in capsules and suspension. 
(Dorbane, 25 mg. + dioctyl sodium su!lf inate, 50.mg.)* 





(Marks, M. M.: Clin. Med. 4:151, 1957.) 


Schen{abs, SCHENLABS PHARMACEUTICALS, INC « New York 1, N. Y. Manufacturers of NEUTRAPEN® for penicillin reactions. 
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AN IMPROVED 
TREATMENT FOR 


ARTERIOSCLER 


A recent clinical investigation’ of 59 cases of generalized 
arteriosclerosis, treated with Iodo-Niacin Tablets for over a 
year, showed relief of dizziness in 71% of cases, of vague 
abdominal distress in 87%, of chronic headaches in 61%, 

and of disorientation in 50%. 


There was no symptom of iodism or other side-effect in any et 
case, even when large doses were maintained. JODO.NIACIN | 


Iodo-Niacin Tablets contain potassium iodide 135 mg. 

(2% gr.) and niacinamide hydroiodide 25 mg. (3/8 gr.). It 
has been established that niacinamide hydroiodide’ prevents 
and corrects iodism specifically. 


Long continued administration of iodides is believed to absorb 
cellular exudates in the arterial walls.? Many medical authorities 
recommend iodides for arteriosclerosis but warn against 

the hazard of iodism. 


The recommended dose of 
Iodo-Niacin is 2 tablets four 


times daily. This dosage may be 
continued indefinitely with no 
apparent risk of iodism. 


1. Feinblatt, T. M., Feinblatt, H. Effective for Arteriosclerosis 
M., and Ferguson, E. A., Am. J. 

Digest. Dis. 22:5, 1955.2. Sollmann, 

T., Manual of Pharmacology, 7th 

d., 1948, p. 818. 
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pid and effective relief of pruritus vulvae...regardless of cause 


ST-A-CORT-E renders unquestionable relief of pruritus 
lvae associated with either specific or non-specific af- 
tions of the female external genitalia.1 HIST-A-CORT-E, 
ell-balanced combination of proven ingredients, not 
ly controls inflammation, edema and pruritus .. . but 
llitates healing and restores the normal tonicity and 
ality of the mucosa and skin. 


Greenblatt, R. B., Manautou, J. M., Griffin, T. L. and Henry, 
i: Geriatrics 13:235-238, (April) 1958. 


HIST-A-CORT-E- 


CREME (pH4.7) LOTION 


micronized hydrocortisone al- 
cohol, vitamin A, estrone, pyril- 
amine maleate in the exclusive 
ACID MANTLE® vehicle. 


DOME CHEMICALS INC. 


New York — Los Angeles — Montreal 


WORLD LEADER IN DERMATOLOGICALS 
















brand of nialamide 


often the answer 
for the elderly 


“problem” relative 


The apathetic elderly relative can be a problem to the entire household. 

NIAMID often is the answer, whether depression occurs alone or with a physical ill. 
The family usually is first to note how NIAMID transforms the patient’s 

hostility and indifference into increased alertness and participation. 


Although NIAMID has proved to be an unusually well tolerated antidepressant, the 
possibility of hepatic reactions should be kept in mind, especially where there is a 
history of liver disease. 


More than 500,000 prescriptions in many clinical 


conditions—more than 90 published papers. 


Supplied as 25 and 100 mg. scored tablets, Professional Information Booklet available 
on request from the Medical Department, Pfizer Laboratories, Brooklyn 6, N. Y. 
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read by interns and first-year residents, 
guiding them as to what orders are neces- 
sary both pre- and postoperatively. How- 
ever, as their knowledge increases and their 
experience broadens, they will realize that 
individualization is 
management of the surgical patient. 


more necessary in the 
WILLIAM F. MITTY, JR., M.D. 
New York City 


The Human Spine in Health and Disease 
GEORG SCHMORL, M.D., and HERBERT JUNGHANNS, 
M.D., 1959. New York: Grune & Stratton. 275 pages. 
IIlustrated. $21.00. 

This book is a classic. It is a monumental 
piece of work and is a real contribution. 
It first appeared in 1932 as the work of 
Professor Doctor Georg Schmorl and Pro- 
fessor Doctor Herbert Junghanns. At once 
it became the work on the 
spine and was followed by 3 German edi- 


authoritative 


tions and | in French. At long last we have 
an English translation, whereas formerly we 
had only parts in English. 

This monograph is a resume of Schmorl’s 
investigations of the anatomy, pathology, and 
radiology of the spine. These investigations 
will lead to better understanding of the 
various pathologic processes which may in- 
volve the spine. With the integration of the 
anatomic specimens and radiographic mate- 
rial, it forms a solid basis for accurate clini- 
cal radiologic diagnosis. The book provides 
diagnostic radiology with a firm foundation 
of anatomy and physiology. 

Dr. Junghanns, who is a most competent 
radiologist and thoroughly familiar with the 
entire field, has long been a valued associate 
in the Dresden Institute of Pathology. His 
active participation in Schmorl’s investiga- 
tions has made him completely familiar with 
them and with the fundamental ideas which 
guided them. 

It is unfortunate that the 
scientific knowledge contained in the classic 
monograph of Schmorl and Junghanns has 


wealth of 
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not, heretofore, been available to English- 


speaking students. Their meticulous obser- 
and the 
studied make this work a most authoritative 


vations vast amount of material 
treatise on the anatomy, physiology, and 
pathology of the human spine. 

In the Dresden Institute of Pathology, 
Schmorl removed ten thousand spines at 
The 
this material furnished an enormous teach- 
ing experience. 


autopsy. meticulous investigation of 


The illustrations are excellent and abun- 
dant and the legends are comprehensive and 
instructive. The preparation and_photog- 
raphy of the anatomic specimens were car- 
ried out by Schmorl personally. The radio- 
graphs were made in the department of 
radiology of the Friedrichstadt Hospital. 

They present pathology that teaches. It 
helps one to understand the physiology and 
to evaluate clinical findings. The manuscript 
is excellent in regard to the selection of 
material, its composition, and its presen- 
tation. 

There are many outstanding features in 
this book, including chapters on the devel- 
opment and normal structure of the spine, 
congenital anomalies, pathologic changes of 
the osseous spine, traumatic lesions of the 
vertebral body, injuries of the vertebral 
appendages, neoplasms, pathologic changes 
of the intervertebral disks, vertebral slip- 
ping and displacement, and the lumbosacral 
region. There is not enough material on the 
cervical spine. 

Unfortunately, the price is high, but the 
book is worth it. 

Your reviewer is highly critical of the 42 
pages of very closely printed, small type 
bibliography. There are nearly 3,000 refer- 
ences, very few of which are less than six 
years, old. 

Even though it represents an enormous 
amount of work, the book is of no practical 
value to the general practitioner. It should 
be in every student’s library and within 
every orthopedic surgeon’s reach. It is not 
often that a medical book reviewer is given 
so pleasant and instructive an assignment 
or that he can recommend a book as high- 
ly as this one. 

PHILIP LEWIN, M.D. 
Chicago 
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Just one prescription 
for new 


ORETICYL 


(Oretic® with Harmonyl®) 


wil your hypertensives 
wide awake & working — 











GIVE THEM THE BENEFITS OF 


1 ORETIC’s pronounced saluresis 


2 HARMONYL’s selective antihyper- 
tensive effect 


3 Potentiating action of both agents 
working together 


When Harmonyl, Abbott’s unique rau- 
wolfia alkaloid, is combined with the 
potent diuretic/antihypertensive Oretic, 
the result is convenient, efficient one- 
tablet treatment especially suited to 
hypertensives who must stay alert and 
active during the day. 

Oreticyl keeps hypertensives wide 
awake and working because Harmonyl 
has a Selective action. It lowers blood 
pressure without undue side effects. 
For example, in a series of studies!.2.3 
of 403 hypertensive and mixed anxiety 
patients treated with Harmonyl alone, 
only 6 reported any depression; only 12 
reported any nasal stuffiness; only 13 
reported any lethargy. 

Oretic potentiates the antihyperten- 
sive action of Harmonyl, and also pro- 
duces elimination of water and sodium. 
Thus, in many cases some relaxation of 
rigid low-salt diets may be allowed. 

To further tailor therapy to the needs 
of the individual patient, three preci- 
sion dose forms are available: 


Oreticyl Forte. Oretic 25 mg., 
Harmonyl, 0.25 mg. 


Oreticyl 25. Oretic 25 mg., 
Harmonyl, 0.125 mg. 


Oreticyl 50. Oretic 50 mg., 
Harmonyl, 0.125 mg. 


All in bottles of 100 and 1000. 


1. Billow, B. W. et al., The Use of a New Rauwolfia Deriva- 
tive, Deserpidine, in Mild Functional Disturbances and 
Office Psychiatry, N. Y. J. Med., 59:1789, May, 1959. 

2. Winsor, T., Comparative Effects of Various Rauwolfia 
Alkaloids in Hypertension, Diseases of the Chest, April, 1959 
3. Rawls, W. B. and Evans, W L., Jr., Clinical Experience 
with Deserpidine in the Management of Hypertension and 
Anxiety Neurosis, N. Y. J. Med., 59:1774, May, 1959. 


ORETICYL—TRADEMARK FOR ORETIC WITH HARMONYL 


ORETIC™HYDROCHLOROTHIAZIDE, ABBOTT 
HARMONYL—DESERPIDINE, ABBOTT 
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and gouty arthritis...new 


combines in a single tablet: 


FLEXIN® Zoxazolaminet—the most potent uricosuric 
agent available1-4 

Colchicine-the time-tested specific for gout, in a dos- 
age effective in preventing acute attacks!.5 
TYLENOL® Acetaminophen-—the analgesic.which does 
not interfere with uricosuric action® 

TRIURATE provides all these clinical benefits: 

+ promotes maximum elimination of urates - facilitates 
resorption of existing tophi and prevents formation of new 
deposits - relieves chronic joint pain and helps restore 
mobility - reduces frequency and severity of acute attacks 
* maintains effectiveness with minimal side effects. 


The first full-range therapy for chronic gout 


McNEIL McNeil Laboratories, Inc » Philadelphia 32, Pa. 





Average Dose: One tablet three times a day 
after meals. 

Supplied: Beige, scored tablets, imprinted 
“NicNEIL,” bottles of 50. 


Literature on method of administration and 
dosage is available upon request. 


References: (1) Boland, E. W.: World-Wide Ab- 
stracts 3:11, 1960. (2) Kolodny, A. L.: J. Chron. 
Dis. 11:64, 1960. (3) Talbott, J. H.: Arth. & 
Rheumat. 2:182, 1959. (4) Burns, J. J.; Yii, 
T. F.; Berger, L., and Gutman, A. B.: Am. J. 
Med. 25:401, 1958. (5) Talbott, J. H.: J. Bone 
& Joint Surg. 40-A:994, 1958. (6) Connor, T. B.; 
Carey, T. N.; Davis, T., and Lovice, H.: J. Clin. 
Invest. 38:997, 1959. 


*Trade-mark TU.S. Patent No. 2,890,985 
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Past tense | 


For the first time in months, this mom really feels like joining in 
the family fun. In the past, she had been far too tense either to 
devote a casual hour to usual mother-daughter diversions or to 
answer the host of questions invariably posed by an inquisitive 
youngster. 

She actually enjoys helping to “co-bake” an apple pie, because 
she “feels good” and is genuinely interested. The reason: Levanil 
does not isolate or insulate, as many tranquilizers do. 


for equanimity 
without 
somnolence 


Levanil 


Trademark, Reg. U.S. Pat. Off. 
—brand of ectylurea, Upjohn 


The Upjohn Company Upjohn 
Kalamazoo, Michigan 
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in female urethritis referred pain 


ls 


complicates diagnosis 


Pain in the groin, suprapubic re- 
gion, thighs and lower back is often 
caused by urethritis but, as a result 
of negative urinary findings, is at- 
tributed to other organs. Direct 
examination of the urethra helps 
localize the origin of referred pain, 
evidence of urethral inflammation. 
calling for local therapy. 


Younger women with bacterial 
urethritis respond to the antibacte- 
rial, anesthetic and dilating effects 
of FURACIN Inserts (formerly FuR- 
ACIN Urethral Suppositories) con- 
taining nitrofurazone 0.2% and the 
local anesthetic diperodon-HC] 2% 
in a water-dispersible base. Each 
suppository hermetically sealed in 
silver foil, box of 12. 


Older women respond to the es- 
trogenic, antibacterial, anesthetic 
and dilating effects of FURESTROL 
Suppositories containing, in addi- 
tion to nitrofurazone and diperodon 
‘HCl, diethylstilbestrol0.0077% (0.1 
mg.) which corrects postmeno- 
pausal urethritis at the cellular lev- 
el. Each suppository hermetically 
sealed in orchid foil, box of 12. 


iN INSERTS and 
SUPPOSITORIES 


alleviate pain—simplify treatment 
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for laxative results without laxative harshness 


ph mae DO 1a BYAN 
= = THE SURFACTANT LAXATIVE 
constipation 


Acting on a surfactant-softened fecal mass, Doxidan gently stimu- 
lates a weakened bowel musculature to normal intestinal action. 
Defecation is as gentle as possible, free from strain or pain; thus 
Doxidan is valuable in cardiovascular and other geriatric condi- 
tions. No bowel distention or fear of impaction—no oily leakage 
or interference with essential vitamin absorption. Because there 
is no rebound constipation, there is a greatly reduced tendency 
towards laxative dependency. 


DOSAGE: For adults and children over 12, one or two capsules. For children, age 
6 to 12, one capsule. Administered at bedtime for 2 or 3 days or until bowel move- 
ments are normal. Supplied in bottles of 30 and 100 soft gelatin capsules. 
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"..anxiety is costly to the heart...””’ 


“Tn at least 80 per cent of the patients seen by the cardiologist, anxiety prolongs and intensifies 
the physical disorder. For ambulatory patients, meprobamate ts believed most suitable of the 


ataractic agents {to control anxiety].’”? 


The efficacy and wide safety margin of EQUANIL (meprobamate, Wyeth) is attested to by 
hundreds of published clinical studies. EQUANIL is predictable in its effects; pharmacologic 
actions are not diffuse. EQUANIL is well tolerated. Effects are not cumulative even on 


prolonged use. Side-reactions are remarkably few and mild. 
o> r 


Although rare, allergic reactions may occur; ex- 


cessive dosage should be avoided in all patients. 
For further information on prescribing and ad- 
ministering EQUANIL see descriptive literature, 
available on request. 

Wyeth Laboratories Philadelphia 1, Pa. 


1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 


8:1075 (July) 1957. Meprobamate, 
2. Friedlander, H.S.: Am. J. Cardiology 1:395 (March) 1958. Wyeth 
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‘‘the most effective drug against tremor” 


IN PARKINSONISM Parsidol exceeds all other drugs for reducing 
tremor,! a principal impairment of this disease. Parsidol also bright- 
ens the patient’s outlook and, by lessening rigidity, contributes to 
restoration of his self-confidence. Especially well tolerated by elderly 
patients,'?3 Parsidol is effective alone yet is compatible with most 
other antiparkinsonian drugs.! Most patients respond to a mainte- 


nance dosage of 50 mg. q.i.d. 
® brand of 
ethopropazine 
hydrochloride 


MORRIS PLAINS, NS 


: : ‘ ; ~ 
crate PARKINSONISM 
and rigidity in >< iS : 


1. Schwab, R. S. and England, A. C.: J. Chron. Dis. 8:488 (Oct.) 1958. 
2. Schwab, R. S.: Geriatrics 14:545 (Sept.) 1959. 
PAR-GPO3 3. Doshay, L. J. et al.: J.A.M.A. 160:348 (Feb. 4) 1956. 
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SINCE 1950...TEN YEARS OF GROWING CONFIDENCE 
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into clinical medicine. e-& great deal 


d RBENEMTD 
of justifiable 
enthusiasm has been < evidenced and numerous reports —— 
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reaction....Patients tolerate the drug well. 





_2. Lockie, L.M., and Talbott, J.: Does Your 


Patient Have Gout?, Scientific Sopete. 
American Medical Association, New City; 
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acute failure 












BRAND OF MERALLURIDE SODIUM 


may be lifesaving 


Its rapid action in relieving tissue inundation makes MERCUHYDRIN the choice of many 
physicians for initial immediate relief of the “drowning” heart. Experience has shown 
that, in many instances, only an injectable organomercurial can adequately meet such 
an emergency. After the patient comes out of failure, it is often desirable to administer 
MERCUHYDRIN periodically together with an oral diuretic. 


and for these patients — rapid, reliable control of edema 


m the patient with impaired intestinal absorption @ the patient with inadequate 
response to oral diuretics @ the decompensated patient with gout @ the digitalized 
cardiac who is losing too much K @ the patient on “delayed onset” spirolactones 


Formulation: There are 39 mg. of mer- Supplied: MERCUHYDRIN—1 cc, ampuls, 
cury as the organic molecule meralluride — boxes of 12, 25 and 100; 2 cc. ampuls, 
and 48 mg. of theophylline in each cc. boxes of 12, 25 and 100; 10 cc. vials, 
Of MERCUHYDRIN Injection. boxes of 6, 25 and 100. 
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Gout, the 
rediscovered 
disease 


L. MAXWELL LOCKIE, M.D., and 
RICHARD G. COOPER, M.D. 
BUFFALO, NEW YORK 


Gout and gouty arthritis represent 
the one type of arthritis which is 
easy to manage, provided the cor- 
rect diagnosis is made and treat- 
ment prescribed early in the course 
of the disease. It is encouraging to 
know that this type of arthritis can 
be almost completely held in abey- 
ance. No longer does a_ business 
man find it necessary to stay away 
from work because of gouty arthri- 
tis. 


L. MAXWELL LOCKIE is professor and head 
of the department of therapeutics at the 
University of Buffalo School of Medicine 
and a member of the staffs of Buffalo 
General, Buffalo Children’s, and Edward 
J. Meyer Memorial hospitals, Buffalo. 
RICHARD G. COOPER is a resident in internal 
medicine at the Buffalo General Hospital. 









t=] One of the oldest diseases described 
is the malady which is recognized today 
as gout. This is the only disorder of the 
joints which was specifically detailed by 
such medical authors as Hippocrates, 
160 to 370 B.C., and Hieron of Syracuse 
in the fifth century B.C. The first abso- 
lute proof of the presence of gout can 
be traced to the first century A.D. Smith 
and Jones discovered a skeleton of that 
era in a cemetery in Nubia, of which the 
great toe and other bones bore tophi 
which were found to be urates on analy- 


SIS. 


History of Gout 


Since many translators have taken liber- 
ties, one must be extremely careful in 
interpreting early uses of the term 
“gout.” Anetares was the first to use 
podagra (a trap) as arthritis of (for) 
the feet. The Latin word gutta, meaning 
a drop, refers to the humoral theory of 
this disease whereby there was a drop- 
ping of humors from one part of the 


‘ 


body to another. The word “gout” ap- 
peared in de Villehardonsun’s Histoire 
de Empire de Constantinople sous les 
Empereurs Francois written between 
1207 and 1212. Here it is used in refer- 
ence to * 
ring in the feet and knees of a count. 


a grand malady of gout” occur- 
Bocking, who wrote a_ biography of 
Bishop Saint Richard of Wyebe, also 


mentioned “gout” in referring to a serv- 
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ant who was cured of the malady by 
donning the Bishop’s shoes. 

Nevertheless, it was not until the time 
of Thomas Sydenham (1624 to 1689), 
who was called “the English Hippocra- 
tes,” that the modern concept of this 
disease took form. A sufferer with severe 
gout for more than thirty years, he was 
the first who recognized it. as a specific 
clinical entity, separating it from other 
forms of arthritis rheumatism. 
Thomas Sydenham wrote a vivid de- 


and 


scription of the acute attack of gouty 
arthritis, which is unsurpassed today. 
He noted “the fit thunders down upon 
the patient without warning about 2 a.m. 
seizing the great toe, heel, or ankle. The 
affected part is unable to bear weight of 
the bed clothes upon it or the hard walk- 
ing in the chamber.” He continued on 
to describe the subsequent course of an 
acute attack with complete recovery, 
“the weakness which rendered it infirm 
will presently vanish, strength and _per- 
fect health being so presently restored, 
as if it has never been out of order.” 

In addition to this classic description 
of the acute attack, Sydenham in his 44- 
page treatise mentions other clinical fea- 
tures of this disease. He noted that many 
patients “have received ill seeds of the 
disease from their parents by inherit- 
ance,” and, in reference to the chronic 
state of this malady, that gout “some- 
times distorts one or more fingers, 
makes them look like a bunch of pars- 
nips” and that after a time it produces 
“stony liga- 
“it breeds the stone in 
the kidneys which is made of a part of 


concretions of the joint 


ments” and that 


the same kind of matter.” 

In spite of his extensive clinical acu- 
men of this disease, Sydenham did im- 
pede progress regarding therapy of the 
malady. Alexander of Tralles (550 
A.D.) contemporary Gaetius 
both recommended hermodactyl, which 


and _ his 


498 





contains colchicine, the only specific 
drug for the relief of acute gout. ‘This 
drug, however, is usually a purgative at 
therapeutic levels and because of this 
was in disrepute for many years, since 
Sydenham opposed the use of purgatives 
and so was opposed to the use of colchi- 
cine compounds. 

Colchicine was reintroduced into the 
modern world as part of a secret mix- 
ture made by the quack, Nicholas 
Hassas, an officer in the French Army. 
Want, in 1814, finally discovered that it 
was colchicine, the active principle in 
this mixture, which relieved the acute 
gouty attack. Benjamin Franklin, who 
had gout himself, is credited with bring- 
ing colchicine into the United States. 

It has been said by many that gout 
afflicts an unusual number of eminent 
and intellectual men. Sydenham noted 
“kings, generals, admirals, philosophers 
and other great men have thus lived and 
died”—and that gout “destroys more 
wise men than fools.” Among the more 
famous persons of history who have suf- 
fered with this disease are such men as 
Milton, Harvey, Newton, Gibbon, Field- 


ing, Hunter, Johnson, Congreve, the 
Pitts, Wolsey, Landor, Hamilton, 


Charles Darwin, and the Bacon family. 
Numerous other famous names can be 
added to the foregoing list. The effect 
that gout has had not only on their lives 
but on history makes fascinating tales. 
John Milton is said to have expressed 
the thought that, if he could be free 
from the ravages of gout, his blindness 
would be tolerable. Perhaps it was the 
terrible pain of gout which enabled him 
to describe the torments of hell in his 
Paradise Lost. Gout, though rare in 
women, was long related to excessive in- 
dulgence in “good living.” This is said 
to have been exemplified from 1702 to 
1714 when Queen Anne reigned over the 
British Empire. Those who doubt that 
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this was the correct diagnosis are re- 
minded of the nickname of the queen, 
“Brandy-faced Nan,” for her addiction 
to alcohol. Lord Chesterfield reinforced 
the thought of the association of high 
living with gout when he dubbed the 
House of Lords “The Hospital for In- 
curables” in reference to the gouty 
members. It has been stated that gout 
prevented the brilliant orator, William 
Pitt, from stopping passage of the 
Stamp Act with the resultant independ- 
ence for the United States.1-4 

Despite the accurate description of the 
clinical aspect of gout, as well as chemi- 
cal analysis of tophi and uric acid, this 
diagnosis was very rarely made in the 
United States until the 1930s. Gout had 
become almost a nonexistent disease 
here until a few medical papers from 
the Mayo Clinic were written in the 
1920s and early 1930s. Hench and asso- 
ciates> wrote in 1928 the outstanding ac- 
count entitled “The Basis for the Early 
Differential Diagnosis of Gout.” It was 
an important contribution as they de- 
fined the criteria for an accurate diag- 
nosis. This classical paper placed great 
importance on the clinical features of 
gout. Just as Sydenham’s treatise was a 
milestone in the original discovery of 
gout, so is the paper of Hench and asso- 
ciates in the rediscovery of this disease. 
Certainly anyone who has read this ar- 
ticle will not only be alerted to gout but 
will be able to distinguish easily this 
malady from other forms of arthritis 
and rheumatism. Subsequent articles, 
such as “A Clinic on Acute Old-Fash- 
ioned Gout-with Special Reference to its 
Inciting Factors” by Hench and Darnall® 
and “Diagnosis and Treatment of Gout 
and Gouty Arthritis” by Hench,’ did 
much to bring forth the true specter of 
gout to the medical p~ofession. 

In 1934, the senior author (L.M.L.) 
reported observations concerning the 
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precipitation of attacks of acute gouty 
arthritis when gouty patients were given 
a diet very high in fat. The blood levels 
of uric acid increased markedly fol- 
lowed by the appearance of acute gouty 
arthritis. These attacks disappeared and 
the uric acid returned to the preexperi- 
mental level within forty-eight hours 
after the addition of carbohydrate or 
protein to the otherwise high fat diet.’ 
He also emphasized the specificity of 
colchicine to be effective in gouty arthri- 
tis alone, noting that there was little im- 
provement in other forms of arthritis, 
such as rheumatoid arthritis or osteo- 
arthritis. Colchicine did not materially 
lower the blood level of uric acid.® 

In 1943, Talbott!® published the first 
of his monographs on “Gout.”” His num- 
erous papers and enthusiasm, along with 
his careful accumulation of data, have 
done much to educate physicians as well 
as laymen throughout the world about 
this disease. Gutman, Yu, Wyngaarden, 
Stetten, Seegmiller, and others have 
added a great deal to the fundamental 
understanding of gout during the past 
twenty years. It has been through the 
efforts of these men and others that the 
symptoms of gout are recognized and 
have become as well controlled today as 
they are. A disease which thirty years 
ago was often incapacitating can be gov- 
erned today with proper treatment to the 
point where no time need be lost from 
work. Although much about the etiology 
is still unknown, great advances have 
been made, so that today we have a 
knowledge of gout which surpasses that 
of other types of arthritis not only in 
therapy but also in inciting causes and 
hereditary transmission. 


Clinical Characteristics 
As exemplified by the numerous car- 


toons ranging from ancient literature 
down to the Captain of the Katzenjam- 
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mer, those not afflicted with gout have 
found it most amusing. On the other 
hand, to those suffering with this dis- 
ease, it is far from humorous. Due to the 
fact that many people believe high liv- 
ing to be a cause of gout, people have 
been reluctant to accept this diagnosis 
and its treatment. It is recognized as a 
disease with an inborn error of uric- 
acid metabolism thanks to the work of 
such men as Wollaston? and Pearson? 
1800, first realized that 
uric acid played an important part in its 
development. However, it required an- 


who, around 


other fifty years before Garrod* was able 
to demonstrate an elevated level of uric 
acid in the blood of patients with clini- 
cal gout. 

About | per cent of the population at 
large and about 5 per cent of arthritic 
patients are reported to suffer from this 
disease. The familial incidence of gout 
varies from 50 to as high as 87 per cent. 
While one generation may be skipped as 
far as clinical gout is evident, a hyper- 
uricemia may be present. This is thought 
to be transmitted by a dominant gene. 
The hyperuricemia may be demonstra- 
ble in females after the menopause and 
in males after puberty. The relative sex 
incidence of clinical gout is 19 to 1, 
occurring predominantly in males. The 
accepted high level of normal serum 


uric acid is usually 5.5 mg. for women 
and 6 mg. for males. Onset of clinical 
disease can occur at any age but is most 
frequent in the fourth decade. 

The normal breakdown of nucleopro- 
teins in man leaves uric acid as one 
end product. This uric acid is filtered 
through the glomeruli and then most of 
it is reabsorbed through the kidney tu- 
bules. The hyperuricemia seen in gouty 
patients could be the result of an in- 
creased production of uric acid, a less- 
ened destruction of uric acid, or a de- 


creased excretion of this product. Most 
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workers in this field believe an abnor- 


mally high production of uric acid is the 
primary measurable defect. 

Pathologically, the changes in chronic 
gout are primarily that of urate deposi- 
tion in bones, joints, bursae, cartilage, 
and, occasionally, just under the skin. 
These deposits are referred to as tophi. 
The kidneys, which are the only organs 
exhibiting marked pathologic changes, 
frequently show fibrosis of glomeruli 
and arteriolar sclerosis. 

The clinical manifestations of gout are 
well Hench’s 1925 re- 
port, and the acute attack is beautifully 
described in Sydenham’s book. Classi- 


documented in 


cally, the great toe is involved, but this 
need not be necessary to make the diag- 
nosis, since the instep, ankle, and heel 
cord are frequently attacked, while the 
knee and hand are occasionally involved. 
The affected joint is usually swollen, ex- 
tremely painful, very tender, and some- 
what cyanotic. Briefly, it is characterized 
by acute attacks of sudden onset in pe- 
ripheral joints. During the early, acute 
monarticular attacks, fevers up to 103° 
F. may occur, and septic arthritis or cel- 
lulitis is often mistakenly diagnosed. 
The acute attack may last four to four- 
teen days and then regresses to com- 
plete recovery without residual. Between 
attacks, the gouty patient has no joint 
pain in the early, nontophaceous stage. 
Physical, emotional, or surgical trauma 
frequently precipitates the acute attack. 
After years of acute gout, chronic to- 
phaceous urate deposits occur which 
usually are not painful. However, these 
tophi may become so large that they in- 
terfere with the normal function of one 
or more joints. Once the diagnosis is 
suspected by the clinical history and 
physical examination, an elevated serum 
uric acid and a therapeutic response to 
full 


proof. Colchicine is both a therapeutic 


doses of colchicine are absolute 
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and diagnostic drug, since its analgesic 
properties are specific for acute gouty 
arthritis only."! 


Treatment 


The treatment of acute attacks of gouty 
arthritis is satisfactory, as complete re- 
covery occurs promptly. However, it is 
most important that the therapeutic 
agent is used as early as possible. Sev- 
eral types of treatment are available: 

1. Colchicine taken orally remains the 
most widely-used drug. It is given in a 
dose of | every hours until 
nausea or a loose bowel movement oc- 


mg. two 
curs. Then the drug must be stopped or 
diarrhea will ensue. Usually, 8 to 12 
doses are necessary. Colchicine may be 
used intravenously if the oral form can- 
not be taken. The usual intravenous dose 
is 1.5 to 2 mg. and is repeated in six 
hours. It 
cine, yet free from objectionable gastro- 
intestinal effects. Caution must be used 
not to let it enter the tissues as it is very 
painful. 


is as effective as oral colchi- 


2. Phenylbutazone (Butazolidin) has 
been spectacular in many instances. An 
effective mode of is to 
give 200 mg. every two hours for three 


administration 


or four doses. This may be repeated the 
following day if necessary. It is impor- 
tant to give one 0.5-mg. tablet of col- 
chicine with each dose. The action of 
colchicine here could be explained as 
that of a “therapeutic catalyst.” In our 
experience, the combined action of the 
two drugs is superior to either agent 
used alone. 

3. Triameinolone (Aristocort, Kena- 
cort) given in doses of 8 mg. every two 
hours for 4 doses and repeated the next 
day is highly effective. This is given 
with or without colchicine. 

4. Corticotropin (ACTH) used in one 
large dose of 100 units intramuscularly 
or in an aqueous preparation of 20 units 
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by the intravenous route over a six-hout 
period is extremely effective in relieving 
symptoms. Either mode of administra- 
tion may be repeated once daily for sev- 
eral days if necessary. 

5. Demerol may be used to control the 
severe pain at the onset of an attack if 
necessary. Morphine or codeine should 
not be used. 

6. The diet during the acute attack 
should be high in carbohydrate and low 
in fat. Fluids should be taken liberally. 
Meat, fish, and fowl are omitted until the 
attack has subsided. During the acute 
attack, the patient should abstain from 
alcohol. 

After the acute attack, the following pro- 
gram is recommended: 

1. Colchicine in a dose of 0.5 mg. is 
given orally twice daily for an indefi- 
nite period to all patients who have more 
than one attack per year. Almost all 
patients can tolerate this dosage without 
gastrointestinal effects, although a few 
are able to take only one tablet daily. 
It is given in an attempt to abort mild 
attacks, but, if an acute exacerbation 
does occur, the dosage is then raised to 
full therapeutic levels as promptly as 
possible. 

2. Probenecid (Benemid) is given in- 
definitely if the patient has: (1) urate 
tophi—subcutaneous or demonstrable 
by x-ray, (2) more than two attacks of 
gouty arthritis per year, or (3) a serum 
uric acid higher than 7.5 mg. per 100 cc. 
A dose of 0.5 gm. of probenecid morn- 
ing and night is adequate in 90 per cent 
of patients. The other 10 per cent re- 
quire 0.25 to 1 gm. twice daily. It lowers 
the serum level of uric acid and the 
effort is made to maintain approximate- 
ly 5.5 mg. per cent. Tophi have been ob- 
served to decrease measurably in size in 
patients who have taken probenecid 
over a long period of time. Salicylates 
and probenecid should not be given at 
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the same time, since they are mutually 
inhibiting in their effect on tubular ex- 
cretion. 

3. Zoxazolamine (Flexin) and Sulfin- 
pyrazone (Anturan) are powerful uri- 
cosuric agents and in some patients are 
more effective than probenecid. They 
should be used in that 10 per cent of pa- 
tients who do not experience 
the 
probenecid. 


a lowering 
of serum level of uric acid with 

4. The diet in general should be high 
in carbohydrates, low in fat, low in pu- 
rine, and adequate in protein. Liver, kid- 
ney, and sweetbreads should be omitted 
because of their high purine content. If 
specific foods precipitate attacks, they 
should be omitted. The diet is to be reg- 
ulated so that an ideal weight for age 
and body size is maintained. 


5. Alcohol, with the exception of beer, 
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wine, ale, vermouth, and champagne, 
may be taken in small amounts. 

6. Moderate exercise is beneficial, but 
it should be governed by the patient’s 
general condition. 

7. Large tophi should be thoroughly 
removed, as it is our impression that the 
frequency of attacks may thereby be les- 
sened. 

8. When a patient with gout is to have 
a surgical operation, he should receive 
0.5 mg. of colchicine two or three times 
daily at least three days before surgery 
and for one week following surgery.!* 

Experience has indicated that the pa- 
tient who faithfully adheres to the pre- 
scribed regimen and returns to the physi- 
cian at appropriate intervals will experi- 
ence a decidedly more favorable course 
than one who abandons discipline and 
neglects to follow medical advice. 
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The aged, while subject to all the urinary tract diseases of any age 


group, have a few specific problems of their own. The generalist and 
the internist should be trained to handle the simpler urologic prob- 
lems. They should appreciate the necessity for specialist consultation 
in the most complicated diagnostic and treatment problems. 


Management of urologic 
problems in the aged 


ELMER HESS, M.D., RUSSELL B. ROTH, M.D., ANTHONY F. 
KAMINSKY, M.D., and HAROLD J. MC LAREN, JR., M.D. 


ERIE, PENNSYLVANIA 


BM it has always been our feeling that 
the specialist is the right hand of the 
general practitioner. With this thought in 
mind, we wish to attempt to outline what 
the general practitioner should know 
about the urologic problems of the aged 
of both sexes. 


Scrotal Masses 


The aging male is subject to all of the 
urologic problems of any age group, but 
there are a number which are definitely 
peculiar to’ him. In a male over 60, 
scrotal masses are usually hydroceles or 
hernias. Seldom, after the age of 50, 
have we seen testicular tumors, tubercu- 
All four authors are on the staff of St. Vincent Hos- 
pital, Erie, Pennsylvuania—ELMER HESS is chief of staff, 
RUSSELL B. ROTH is a staff urologist, ANTHONY F. KAMIN- 
sky is chief of urology, and HAROLD J. MCLAREN, JR., 


is attending urologist; all are also consultants in 
urology, Veterans Administration Hospital, Erie. 
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lous epididymitis or torsion of the tes- 
ticle. Gummas of the testicle, so common 
thirty years ago, are seldom seen today. 

To diagnose a hydrocele, with or with- 
out hernia, is not always easy, but it is 
important. Many hernias in the aged be- 
come very large scrotal masses, and 
often they are irreducible. A hydrocele 
is always transilluminable; a hernia, as 
a rule, if watched carefully, can be 
counted on to demonstrate that it has 
movable contents. 

In treating an elderly patient, the 
general practitioner will be wise if he 
taps a large hydrocele rather than refers 
it for surgery or attempts surgery 
himself. In tapping a hydrocele, the 
smallest calibered hypodermic needle 
should be used, never a large calibered 
needle. The fluid should not be with- 
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drawn rapidly. The hydrocele will refill 
slowly if the fluid is drained slowly; it 
will refill rapidly if the fluid is with- 
drawn rapidly. Often, the general con- 
dition of the elderly patient is such that 
repeated “needling” is the safest method 
over a long period of time. However, 
the actual radical surgical cure of an 
uncomplicated hydrocele can easily be 
done under local anaesthesia, and, as a 
rule, it carries little risk. If it is well 
done, it usually results in a complete 
cure. When, however, the condition is 
complicated with an irreducible hernia, 
it may be better to treat the hydrocele 
ultraconservatively rather than to risk a 
difficult surgical hernia correction. If 
there are evidences of strangulation or 
the patient suffers constant pain, the risk 
of operating must be taken. 

As a rule, the aged have other accom- 
panying ailments which complicate the 
picture. These cases should be evaluated 
on the basis of the patient’s general 
physical condition and not on the scrotal] 
contents alone. Over a period of years, 
we have watched several patients with 
huge scrotal hernias, plus mild hydro- 
celes, whom we have tapped occasionally 
and kept reasonably comfortable with- 
out surgery either for the hydrocele or 
the hernia. Several of these patients have 
lived into their 90s without surgery, and 
have led limited, but comfortable, lives 
under the supervision of their family 
physicians. 


Prostatic Disease 


Hypertrophy and cancer of the prostate 
are almost exclusively the problem of 
the aged male. Although we have seen 
cancer of the prostate at ages 48 and 50, 
most of the cases occur after 60. At the 
outset, both of these conditions show 
very few symptoms—that is why it is so 
important for the general practitioner to 
do a rectal examination. If one expects 
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to diagnose hypertrophy, and _particu- 
larly early cancer of the prostate, one 
must have an “educated” index finger. 
The small hard lump that is easily pal- 
pable in the prostate is assumed to be 
cancer—until proved otherwise. Proc- 
tologists tell us that 70 per cent of the 
lesions in the rectum and lower bowel 
are within reach of the index finger, and 
rectal conditions are definitely problems 
in this age group. Rectal bleeding calls 
for a differential diagnosis among malig- 
nancy, fissure, and hemorrhoids. 

In our clinic, we seldom see an early 
case of cancer of the gland when a total 
prostatectomy will cure the patient. This 
diagnosis is almost always made early 
by the careful general practitioner who 
does routine rectal examinations on all 
patients whenever a complete physical 
survey is made for any reason. 

As a rule, both simple hypertrophy 
and cancer of the prostate, even in the 
patient over 60, seldom give any note- 
worthy subjective symptoms for long 
periods of time. The slight obstructive 
hesitancy of urination, diminishing size 
of the stream, the dribbling after void- 
ing, and the 
attributed by the patient to advancing 


occasional nocturia are 
years. They are seldom, if ever, men- 
tioned to the family physician because 
the distress is so gradual and easily ac- 
commodated that the patient suffers no 
discomfort or pain—and pain is the 
usual symptom which brings the patient 
to us. 


Many 
struction never consult a physician until 


sufferers from prostatic ob- 
they are forced to by an acute retention. 
Often, during the fall hunting season, an 
elderly chap with obstruction will drink 
too much water, or coffee, or whisky, 
and then, when tired and perspiring, he 
will sit on a cold rock in the woods and 
become thoroughly chilled. The result- 
ing prostatic congestion, superimposed 
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on an already obstructing gland, causes 
acute retention. 

Very often, the general practitioner’s 
management of the acute retention de- 
cides between the success and failure of 
the treatment of the specialist to whom 
the patient is referred. General practi- 
tioners should be well trained in the use 
of the catheter, because they often are 
the first, and for a long time may be the 
only, medical aid available to a man with 
acute retention. It is felt that every prac- 
titioner have in his bag and office a few 
small 18 to 22 Foley 5-cc. catheters. 

Once the patient has to be catheter- 
ized, it is recommended that the catheter 
be left in until a careful examination 
indicates what must ultimately be done 
for the patient. Repeated catheteriza- 
tions simply invite infection. We have 
seen patients referred to us as emer- 
gencies profusely bleeding from the 
urethra with an overdistended bladder 
unrelieved after a prolonged, futile at- 
tempt has been made to catheterize the 
patient first with soft rubber and later 
with metal catheters. Often, traumatic 
false passages are the result. 


Use of the Catheter 


At this point, I would like to devote a 
brief section to the proper use of the 
catheter. Too few physicians have ever 
been taught how to use this very impor- 
tant instrument. The catheter can be a 
dangerous weapon or a most safe one. 
In any age group, its proper use is nec- 
essary, but it is particularly useful when 
indicated in the older patient group. 
For instance, in the diabetic, any in- 
strumentation of the urinary tract is a 
very dangerous procedure, and the dia- 
betic patient should be catheterized only 
when no other diagnostic or treatment 
aids will suffice. The mucosal changes in 
the urinary tract caused by the ever-pres- 
ent arteriosclerosis and the excellent 
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culture media furnished by the excessive 
glucose in the urine render the urinary 
tract particularly vulnerable to injury 
and infection, following any instrumen- 
tation. 

There are a few rules concerning cath- 
eterization that every physician should 
know. Given a patient without a stric- 
ture, there really should be no difficulty. 
The most important thing is to select a 
catheter which is smaller than the ex- 
ternal urinary meatus. One that fits 
snugly will cause irritation and patient 
resistance, not only to the passage of the 
catheter, but to its being left as a reten- 
tion catheter. After thoroughly lubricat- 
ing either the catheter or the urethra, it 
is important that extreme gentleness be 
used in passage of the catheter. Once the 
cut-off muscle is reached by the tip of 
the catheter, there will be immediate 
resistance to the forward progress of the 
catheter toward the bladder. 

If the physician begins to force the 
catheter toward the bladder, the more he 
forces, the more resistance he will 
encounter. Eventually, he may succeed 
in overcoming the resistance but, in the 
process, he has traumatized the urethral 
mucosa and has prepared the way for 
infection and, later, stricture formation. 
When the cut-off muscle resistance is 
encountered, the physician must not 
push and force, but he must tell the pa- 
tient to take long, deep breaths through 
his mouth and then to hold the tip of the 
catheter gently but firmly against the 
resistant area. Suddenly, with little or no 
effort on the part of the physician, the 
bladder will suck the catheter beyond 
the relaxed cut-off muscle, and the pa- 
tient will actually catheterize himself 
without trauma. 

Once the catheter has been passed and 
there is a possibility that it will have to 
be used intermittently, it is better to 
leave it in place until the patient can 
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void normally. Whether the catheter is 
left in twenty-four, forty-eight, seventy- 
hours, or even longer does not 
really matter. 
may have to have a retention catheter 


two 
Many elderly patients 


used for varying periods of time. The 
catheter may have to be changed period- 
ically because of infection and encrusta- 
tions, but, with the use of antibiotics and 
chemotherapeutic agents, these elderly 
folk can be kept indefinitely on catheter 
drainage. As a rule, infection does not 
go up into the bladder through the 
lumen of the catheter but 


may go up 


outside the catheter. To offset this, the 
external surface of the catheter may be 
treated with an ointment containing an 
antibiotic which has been found useful 
in both the male and female in prevent- 
ing infection gaining urethral entrance 
via the outer surface of a catheter, which 
often is contaminated by vaginal or rectal 
secretions. After any kind of abdominal 
surgery, if the patient must be catheter- 
ized postoperatively, it is better to leave 
the catheter in for several days rather 
than risk frequent intermittent cathe- 
terizations by an untrained nurse, an 
orderly, or even a physician. Prophylactic 
treatment with a chemotherapeutic or 
antibiotic agent should always be con- 
sidered after any instrumentation of the 


urinary tract. 
Symptoms of Obstructive Hypertrophy 


Obstructive hypertrophy of the prostate 
sometimes displays several general types 
of symptoms which, at first glance, do 
not seem directly related to disease in 
the genitourinary system. We like to 
classify these types informally, accord- 
ing to the system which is based on the 
symptomatology. In the “gastrointesti- 
nal type,” the urologic symptoms are so 
minimal that they are hardly noticed. 
These patients complain mostly of gastro- 
intestinal disturbances which are due en- 
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tirely to the results of obstruction with 
improper elimination of urine and low- 
grade anemia. The patient complains 
of poor appetite, malaise, constipation, 
straining at stool, hemorrhoids, and gas 
eructations. The “cardiac type” symp- 
toms may be dyspnea, rapid pulse, hy- 
pertension, and edema of the feet and 
ankles. In the “nephritic or uremic 
types,” the symptoms are common to the 
various types of chronic nephritis with 
uremia. In the “neurogenic type,” vari- 
ous nervous disturbances overshadow the 
mild genitourinary symptoms. 

All of these conditions should make 
the general practitioner wary of disease 
of the prostate, even if there are positive 
findings accompanied by actual disease 
in these other systems. 


Prostatectomy for Early Cancer 
of the Prostate 


Usually, cancer of the prostate develops 
very slowly. We have known many pa- 
tients who have been kept comfortable 
for over fifteen years although never 
“cured” of the disease. In early cancer of 
the prostate, the sooner the patient is 
referred to the specialist, the better. 

It is in this early period that a total 
prostatectomy offers a real chance for a 
cure. In many cases, the disease is so far 
advanced before the patient sees the 
physician, that cure of the disease is out 
of the question. It is in these cases that 
the general practitioner can serve his pa- 
tients so well. He will diagnose the dis- 
ease from rectal palpation; he can learn 
how to interpret an intravenous x-ray 
study of the urinary tract. With the help 
of the roentgenologist, he can tell if 
there is any residual urine by having a 
cystogram taken after voiding. He can 
determine whether or not there are bony 
metastases already present. Consultation 
should be requested as soon as possible 
when such a diagnosis is made. 
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Best Types of Prostatectomy 


We are often asked what is the best 
operative approach for the obstructing 
prostate. In many instances, patients are 
referred by their family physician with 
the request for “the transurethral route.” 
Others will send the patient with the re- 
quest not to do a “whittling job” but to 
take out the prostate. There are five 
surgical approaches to the obstructing 
gland. Which, then, is the best method 
of approach? ‘The ultimate objective is 
to have the patient void freely and easily, 
to be free from pain, and not to have to 
be operated on again at some future 
date. 

As we have said (Journal of Urology, 
vol. 67, June 1952) in spite of all the 
data which have accumulated over the 
years as to the merits of the various 
approaches, it seems that the university 
or medical center where a surgeon takes 
his training is likely to determine the 
type of prostatectomy he will prefer. 
There is still a strong tendency for the 
advocate of the perineal approach to 
assume that the intricacies of the anat- 
omy of the perineum are beyond the 
range of knowledge of the average sur- 
geon. The resectionist is prone to scoff at 
the devotees of open surgery as lacking in 
the instrumental dexterity that is the 
sine-qua-non of a good resection. The 
retropubic enthusiast looks on the others 
as conservative old gaffers afraid to 
tackle a new and superior method. 
All three look down upon suprapubic 
enucleation with the implied attitude 
that anyone can “yank” out a prostate by 
the roots and pray that pressure will 
stanch his hemorrhage. But, of course, 
the surgeon who has practiced supra- 
pubic enucleation to his eminent satis- 
faction for these many 


years smiles 


tolerantly at the great technicians who 
have to find a hard way to do an easy 


job. 
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The essential point is that the well- 
rounded urologist should be a master of 
all approaches to the prostate. The oper- 
ation should be fitted to the needs of the 
individual patient. It seems there can be 
no quarrel with this point of view. If, in 
a given case, one technic offers advan- 
tages not possessed by the others, that 
is the technic of choice for that partic- 
ular patient. 

But, here again, we are confronted 
with the question: What are the advan- 
tages offered by the various technics? In 
the long run, this can be answered only 
by paying attention to the late results. 
When, in the next five years, the late 
results of prostatectomy are good, it can 
be assumed that, for that particular pa- 
tient, a proper choice was made. 

It has become our habit to pay serious 
attention to the results of prostatectomy 
and to ask in each case in which there 
was continuing or recurrent urological 
morbidity, “‘How might we have avoided 
this difficulty?” Since I am not a devotee 
of any one school of surgical technic, I 
am willing to conclude that, in some cases, 
I might have done better for the patient 
by using another medical approach. 


Diverticulum and Tumors of the Bladder 


Diverticulum and tumors of the bladder 
and upper urinary tract can be diagnosed 
by intravenous urography, but they are 
conditions to be referred for opinions 
and therapy by the more skilled urologic 
diagnostician and surgeon. Painless hem- 
aturia, in the vast majority of cases, 
means tumor somewhere in the urinary 
tract. This symptom in any age group 
demands immediate urologic survey to 
rule out tumor. Painless hematuria 
should never be treated lightly. ‘The pa- 
tient should never be given a few pills and 
a word of consolation and told to report 
back if he sees any more blood. We have 
seen one and two years intervene be- 
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tween the first hemorrhage and_ the 
second—due to cancer. If the patient is 
to be cured, the referral must be made 
immediately after the first hemorrhage. 


Infections 


Infections, both preoperative and_ post- 
operative, are very prevalent in the aged. 
In some instances, they must be treated 
by. the general practitioner although he 
may need much assistance from a uro- 
logic consultant. Recurrent infections 
must be properly diagnosed by the urolo- 
gist; even he may be baffled in the 
management of some of the most per- 
sistent types of infection. Often the dis- 
tance necessary for the patient to travel 
for treatment will decide who has to be 
responsible for the routine management 
of these infections. If there is any ob- 
struction in the urinary tract, this must 
be eliminated before there is any chance 
of curing the condition. 

One of the most frequent sites of 
obstruction is in the external urinary 
meatus. This is the first place for the 
general practitioner to look in his pa- 
tients suffering from urinary infections. 
It is well if the condition clears rapidly 
and does not recur, but if a urinary 
tract infection recurs or persists, a com- 
plete urologic survey is indicated. 

In elderly women with bladder infec- 
tions, the condition of the cervix is 
important and it is equally important to 
see that the urethra is free and unob- 
structed. 

Persistent bladder infection in elderly 
women may simply be a symptom of 
bladder carcinoma. These bladder can- 
cers in elderly women, camouflaged by 
chronic profuse infections, are among the 
most difficult diseases to manage, and 
usually must be handled by a urologist, 
although he, too, often is unable to do 
the patient much good. 


There is also a senile condition of the 
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urinary bladder that is very distressing 
in elderly women. It acts like a cystitis, 
but there is no urethral obstruction nor 
any demonstrable infection. The symp- 
toms are frequency and urgency, both 
diurnal and nocturnal. These patients 
often do well on a little stilbestrol and 
occasional treatment with Banthine, 100 
mg. mid-morning and mid-afternoon for 
two days. The latter should be given with 
great care and never if there is any 
tightening of the urethra. Often, Ban- 
thine will do wonders when all other 
drugs apparently are ineffective. Elderly 
women who have cystoceles often carry 
around residual urines of variable quan- 
tity; if infection occurs, these women can 
suffer greatly. Often they can get some 
relief if they hold the cystocele up man- 
ually when they are voiding. This helps 
to clear up the infection by emptying the 
bladder. If the general condition of the 
patient warrants surgical intervention, 
reference to a specialist for the cure of 
the cystocele may be imperative. 

There are also many other conditions 
in the aging group in which urologic 
care may be given by the well-trained, 
general practitioner. Cardiovascular and 
cerebral accidents, diabetes, and other 
conditions common to the aged often 
cause bladder paralysis; some method 
must be devised to keep the bladder 
empty, and therapy must be directed 
toward keeping infection at a minimum. 
Here the use of the retention catheter or 
a suprapubic drainage tube may become 
a must, and the responsibility for the 
these cases may fall 
shoulders of the attending 


management of 


upon the 


physician. 


From the Urological Department, St. Vincent’s 
Hospital, Erie, Pennsylvania. 

Presented at the symposium on medical and 
surgical problems of the aged, sponsored by the 
Colorado Chapter of the American Academy of 
General Practice and the Medical School of the 
University of Colorado, January 10, 1960 at 
Denver. 
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Chair 
for the 
invalid 
patient 


KJELL H. CHRISTIANSON, M.D. 
BRYN MAWR, PENNSYLVANIA 
and 


MANRICO TRONCELLITTI, M.D. 
NORRISTOWN, PENNSYLVANIA 


KJELL H. CHRISTIANSON is surgical resident 
at the Bryn Mawr Hospital, and MANRICO 
TRONCELLITTII is director of surgery at the 
Norristown State Hospital. 
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Mi Lhe need for a better-designed chair 
for the institutionalized patients at the 
Norristown State Hospital had long been 
apparent. It was observed that, on rou- 
tine ward rounds, many of the patients 
who spend much of their time in chairs 
had virtually slid from the natural sit- 
ting position to almost a supine position 
in the chair (figure I). This was noted 
to occur within a very short time, de- 
spite the fact that earlier they had been 
placed properly in an upright, comfort- 
able, and functional position. 

Many of the patients in this institution 
are elderly semi-invalids who are not 
able to walk for reasons of physical or 
mental disability. Because of advanced 
age, generalized osteoporosis, mental de- 
fects, and abnormal gait, the patient 
with a fractured hip becomes a common- 
place entity that we are called upon to 
treat, and, in the postoperative period, 
semi-ambulation in a walker and a chair 
is most desirable. Thus, a good part of 
the patient’s normal day is spent sitting 
in a chair in an attempt to effect partial 
mobilization. 

In addition, many of the patients, be- 
cause of their senility and invalid state, 
are not able to right themselves after 
they have slid from a chair and assumed 
the supine position. Also, because nurs- 
ing and professional care are at a pre- 
mium, it was decided that a chair should 
be built to keep these patients both com- 
fortable and functional. 

In review of the American literature, 
no mention of a chair designed such as 
this one has been recorded. The majori- 
ty of the chairs are either complicated, 
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costly chairs with many accessories for 
the management of bedridden patients 
or special chairs for surgical or diag- 
nostic procedures. 

It is thus the purpose of this paper to 
describe the conversion of a convention- 
al chair, with a minimum of labor and 
cost, to maintain invalid patients in a 
functional and comfortable position 
with a minimum of nursing care (fig- 


ure IT) . 
We selected at random a Windsor 
chair with a solid seat, side arms, a 


contour back, and braced legs. In an 
attempt to keep the patient sitting back 
in the chair, 34 in. was cut from each of 
the two back legs. This had the effect of 
helping to back 
against the back of the chair. However, 
it was soon noted that the chair tilted 


keep the patient’s 


backward easily, and thus two wooden 
runners were placed on the bottom, each 
of which accepts one front and one rear 
leg. Ball-bearing casters were placed on 
the bottom of each runner for easy mo- 
bility of the patient in the chair. 
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FIGURE | 






FIGURE II 








The length of the runner is such that 


it projects back 10 in. from the rear leg. 
A central stud 
keep the patients from slipping forward. 


was also fashioned to 
This measures 214 in. in diameter, ex- 
tending 8 in. above the level of the seat, 
with an additional 5 in. below the seat 
level, also 1 in. in diameter. This stud 
was placed in the seat of the chair by 
fastening drilled 
holes, each 1 in. in diameter. The holes 
in the seat were drilled 11 and 14 in., 
respectively, in the midline of the seat 
from the back of the chair. The central 
stud could then be easily inserted or 


to 2 appropriately 


withdrawn through either of the 2 holes, 
depending upon the size of the patient. 
The stud is locked in place with a wedge, 
which is also easily removed or inserted 
into the portion of the stud extending 
below the seat level. 
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FIGURE III 








FIGURE IV 








In an attempt to demonstrate the 
adaptability of any chair for conversion 
to the type we have designed, a second 
was converted with the same measure- 
ments as have been described in the pre- 
ceding paragraph (figure III) . weight bearing are permitted or possi- 

We have given this chair clinical trial ble (figure IV). We have found that it 
at the Norristown State Hospital and has decreased the nursing care which so 
find it to be of utmost value in the con- — often was necessitated by the righting of 
valescence of invalid patients who are these patients several to many times 
not yet at a point where walking and daily. 


NICOTINIC ACID or its amine given in massive dosage can control 
various forms of arthritis of varying degrees of severity. Doses of 
400 to 4,000 mg. a day are well supported for periods ranging up to 
fifteen years, and the patients show no side effects. The vitamin also 
improves the general state of the patient. 

A. HOFFER: Treatment of arthritis by nicotinic acid and nicotinamide. Canad. 
M. A. J. 81: 235-238, 1959. 








GERIATRICS, JULY 1960 















For the infirm aged, the spacious parks 
surrounding their homes provide an ideal 
setting for relaxation. 
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A new nation 
and its aged 


SHULAMITH LUBIN 
TEL AVIV, ISRAEL 


HB Malben-JDC was born late in 
1949, at a time when the tide of 
immigration into the young state 
of Israel began climbing toward its 
peak. It was the time D.P. camps 
in Europe were being emptied, and, 
in Moslem countries, entire Jewish 
communities picked themselves up 
from the ghettoes and trekked to 
Israel. At that time, the Jewish pop- 
ulation of Israel had already in- 
creased by over 45 per cent. 
Immigration then was entirely 
unselective and the sick and infirm, 
the invalids and aged came in dis- 
proportionately large numbers. 
Since the American Joint Distribu- 
tion Committee, through its large- 
scale relief and welfare program in 
Europe, North Africa, and Middle 
East countries had at that time 
been assisting Jews in need for over 
thirty-five years, it was only natural 


SHULAMITH LUBIN is director of Public Re- 
lations, Institutions for Care of Handi- 
capped Immigrants (Malben), Services of 
Joint Distribution Committee in Israel, 
Tel Aviv. 
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anew nation and its aged 


that the new state of Israel should request 
them to help in the burden of accom- 
modating and absorbing the handi- 
capped newcomers. As a result, Malben 
(its name made up of the Hebrew in- 
itials of “Institutions for the Care of 
Handicapped Immigrants”) was estab- 
lished. Today, after ten years, it has be- 
come the largest single JDC operation 
anywhere in the world, receiving its 
funds chiefly through the United Jewish 
Appeal. 

Having run the gamut of every kind 
of harrowing experience and_ sorrow, 
these old folks, who have survived and 
are now living in Malben-JDC homes for 
aged, have adopted the whole of Israel 
as their first love and Israel’s young men 
and women in khaki as their children. 
The majority of the homes have adopted 
complete army units, play host to their 
members, and make gifts to give to them 
when they join them in celebrating na- 
tional and traditional holidays. 

At the beginning of its activities, Mal- 
ben converted existing buildings, includ- 
ing hut structures left behind by the 
British Mandatory authorities, into old 
age homes and hospitals. Time was at a 
premium. Aged and sick had to be 
moved from inadequate immigrant 
camps with as little delay as_ possible. 
Only a few years later could the organi- 
zation venture into a large-scale build- 
ing program. 

In the first decade of its activities, 
Malben-JDC established 29 institutions, 
medical and rehabilitation centers and 
homes for the aged, with a total capacity 
of about 6,000 beds. In addition, it set 
up outpatients’ and dental clinics, as 
well as sheltered workshops for invalids. 

The organization now employs 2,100 
staff members, including nearly 100 phy- 
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This elderly pharmacist is one of many physi- 
cians, nurses, barbers, artisans, and accountants 
who are encouraged to engage in their profes- 
sions in Malben-JDC homes and villages for 


aged. 


Yemenite embroidery, a beautiful native craft, 
introduced with “Operation Magic Carpet” 
which brought in Yemen’s entire Jewish popu- 
lation early during Israel’s statehood. Women 
living in a special section of a Malben-JDC vil- 
lage for 350 aged Yemenites love to spend their 
days in their traditional art. Their products are 
sold at special exhibits, and revenue is reinvest- 
ed in their homes and workshops. 













































The “Choir of a Thousand Years” whose 
name refers to the combined age of the 
14 enthusiastic singers from one of the 
villages who have banded into a choir, 
give recitals in other old age homes and 
have also appeared in broadcasts. 


Toy making, an important industry in 
one of the villages for aged, is the daily 
occupation of scores of residents, most of 
whom have acquired their skill in the 
workshop. The products are sold in the 
village’s own store, as well as in city 
stores. Earnings are ploughed back into 
the workshop. 
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Carpet making is one of the great achieve- 
ments which productive occupation for 
aged residents of Malben-JDC homes has 
brought. Most of these old ladies have 
learned the profession on the spot. Even 
the colorful patterns are designed by a 
resident of the home—a professional de- 
signer aged 83. 


sicians, 41 social workers, 402 nurses and 
nurses’ aides, and 40 therapists. Some 250 
young men and women annually attend 
Malben-JDC’s nurses’ training schools 
and courses for in-service nursing 
attached to its hospitals. 

It was Malben-JDC which introduced 
modern old age institutions to Israel at 
a time when care of elderly people first 
became a problem with the onset of mass 
immigration. With all possible speed, a 
network of 17 homes and villages was 
established throughout the country in 
which nearly 5,000 persons—men over 
65 and women over 60—lead a carefree 
but active life. All able-bodied aged are 
engaged in handicrafts, various services, 
and general housework duties, thus gain- 
ing a sense of responsibility, usefulness, 
and pride in their homes. The ailing and 
bedridden are accommodated in infir- 
maries attached to the institutions, where, 
in an atmosphere less rigid than that of 
a hospital, they are in close touch with 
their healthy contemporaries. 

About 20 per cent of the residents are 
infirm, and their numbers are rising 
steadily as the formerly healthy begin to 
ail at advanced ages. Moreover, a new 
intake policy limits admission mainly to 
infirm applicants, since the healthy can 
be settled within their communities. 


These women of one of the villages for 
aged feel that harvesting their onions 
keeps them young and healthy, and at 
meal time they brag about their share in 
the food provision. In the background are 
their living quarters, which are remodelled 
British army quonset huts. 
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Weddings are not unusual in the homes for aged, where elderly 





residents begin life anew, leaving behind years of calamity and 
privation. This couple, left the old age home the day of the 
wedding, to return to their normal community where they 
received a furnished apartment provided rent and tax-free unde) 
a special housing scheme for aged. 


Of the 4,700 residents of Malben- 
JDC’s homes for the aged, about 60 per 
cent spend part of their days at useful 
occupations, and for such voluntary work 
they are paid additional pocket money. 
This work project fills a double purpose, 
in that it instills in residents a feeling 
of pride and usefulness and obviates the 
danger of boredom. 

In addition to shelter and food, resi- 
dents receive clothing and all necessary 
personal items, as well as medical and 
dental care, cultural facilities, and en- 
tertainment. Their pocket money is thus 
an “extra” which is spent on fares when 
visiting friends and relatives, on postage, 
candy, cigarettes, and the like. 
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Cultural activities fill afternoon and 
evening hours. Such activities are or- 
ganized by the residents’ elected cultural 
committees and guided by professional 
staff. They have weekly movies and, on 
occasion, artistic performances provided 
by Malben-JDC. Thanks to on-the-spot 
talent, something is on every evening, 
such as lectures, musical recitals, a play 
by the residents’ drama circle, or a per- 
formance by their choir. 

Once in a while, residents go on sight- 
seeing trips to more distant parts of the 
country, with professional guides ex- 
plaining places of historic interest. The 
religious are taken to Israel’s holiest 
shrine, Mount Zion in Jerusalem, and 
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on special pilgrimages during the high friction is inevitable. In order to iron 
holidays. In some of the homes, cultural out personal conflicts between residents, 
centers are used as venues for Golden — the homes have their elected disciplinary 
Age Clubs, where residents are hosts to courts which are presided over by former 
elderly citizens living nearby. legal experts or rabbis. All institutions 

As is the case with most of Israel, oc- have synagogues, Bible study circles, and 
cupants come from different countries communal celebration of religious holi- 


and social backgrounds, therefore some — days. 


SOCIAL, ECONOMIC, and neurologic rehabilitation after head injury 
seems to depend on both intelligence of the patient and severity of 
the wound. The possibilities of rehabilitation are slight for individuals 
with IQ’s below 90, mental deterioration, and aberrations. Prospects 
are good, however, for above-normal persons without personality devia- 
tions, even with extreme neurologic handicap. Among 739 men studied 
about eight years after incurring wartime head injuries, impairment 
of judgment, mentation, and memory and alterations of personality 
could be correlated with severity but not location of injury. Com- 
plaints of headache did not correlate with severity of injury but were 
associated with subnormal intelligence and high personality test scores 
for hysteria, depression, psychasthenia, and schizophrenia. 

A. E. WALKER and s. JABLON: A follow-up of head-injured men of World War II. 
J. Neurosurg. 16: 600-610, 1959. 


ANTIBODY TITERS higher than 1:2 are found twelve months after 
vaccination in the majority of persons vaccinated subcutaneously 
with polyvalent influenza-virus vaccine. The titers of older persons are 
maintained at higher levels than those of younger ones. Intradermal 
injection of 0.1 cc. of a polyvalent vaccine containing 20 chicken-cell- 
agglutinating units of Asian influenza virus is an inadequate antigenic 
stimulus. 


W. P. BOGER, H. G. AARONSON, and J. W. FRANKEL? Asian influenza—persistence of anti- 
bodies and revaccination. New England J. Med. 262: 856-860, 1960. 
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One of the most important proce- 
dures in the daily detection and di- 
agnosis of cancer of the rectum and 
colon is the complete proctologic 
examination. This examination, in- 
cluding proctosigmoidoscopy, 
should be included in every routine 
physical examination. The technic 
and simple equipment that should 
be a part of every physician’s arma- 
mentarium are discussed. 


The 
proctologic 
examination 


ROBERT A. MC GREGOR, M.D., 
and HARRY E. BACON, M.D. 
PHILADELPHIA 


ROBERT A. MCGREGOR is associate in proc- 
tology, and HARRY ELLICOTT BACON is pro- 
fessor and head, Department of Proc- 
tology, Temple University Medical Cen- 
ter, Philadelphia. 
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Mi Examination of that portion of the 
body which is derived from the embry- 
onic hindgut and proctodeum—the co- 
lon, rectum, anal canal, and adjacent 
structures—may be called a _ proctologic 
examination. This does not imply, how- 
ever, that the examination should be per- 
formed only by proctologic surgeons. 
Quite the opposite is true; a proctologic 
examination should be a routine pari of 
every general physical examination, 
whether it be performed by the general 
practitioner, the surgeon, or the intern- 
ist. The statistical fact that the cure rates 
for cancer of the rectum and colon have 
not been appreciably lowered in recent 
years despite the many advances in sur- 
gical technics and methods of treatment 
may be due in a large measure to the 
neglect of the relatively simple proce- 
dure of proctologic examination. Every 
physician must be aware of and accept 
his responsibility in the early recogni- 
tion and diagnosis of lesions of the rec- 
tum and colon; with routine application 
of a complete examination, the mortality 
and morbidity from cancer and other 
less serious but still very important dis- 
eases can be decreased. 

It is generally stated that the usual 
indications for a proctologic examina- 
tion are rectal bleeding, pain, change in 
bowel habit, diarrhea, constipation, un- 
explained weight loss, and anemia; how- 
ever, it is well to be mindful that many 
pathologic processes are asymptomatic in 
their early stages. Thus, perhaps the 
most important single indication for a 
proctologic examination is that a patient 
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is having a general physical examina- 
tion. This is particularly true in persons 
over 30 years of age. 


Equipment 


A proctologic examination may be as 
simple or as elaborate as one desires. 
A completely adequate examination may 
be accomplished with a minimum 
amount of relatively inexpensive equip- 
ment. A small tray that may be kept in 
the examining room will easily contain 
the essential equipment. This includes 
finger cots or rectal gloves, lubricant, 
long cotton swabs, and a proctosigmoi- 
doscope with its insufflating bag and 
lighting apparatus. The customary 25- 
cm. length proctosigmoidoscope with a 
34-In. diameter is satisfactory for most 
examinations; however, it is desirable 
to have a similar instrument with a 14- 
in. diameter. This proctosigmoidoscope 
is particularly useful in examining ste- 
notic areas and immobile, fixed, or angu- 
lated bowel. This diameter is also useful 
for examining children and infants. In 
addition to these essentials, the exami- 
nation will be facilitated by having a 
long suction tip that may be attached to 
the sink plumbing or to a portable elec- 
While the anal 
visualized on with- 


tric suction machine. 


canal may be well 
drawal of the proctosigmoidoscope after 
examination of distal 


sigmoid, many clinicians prefer to use 


the rectum and 
an anoscope or short proctoscope for ex- 
amination of the anal canal. An advan- 
tage of this instrument is that crypt 
hooks or probes may be inserted through 
the lumen for a more complete study of 
the anal canal and distal rectum. Addi- 
tion of a biopsy forceps to one’s equip- 
ment will facilitate diagnosis. Trouble- 
some bleeding is seldom encountered 
following a biopsy; however, this possi- 
bility should be recognized and due at- 


tention should be given to it. 
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Preparation of the patient prior to ex- 
amination will vary according to the 
purpose of the study. If one is particu- 
larly interested in making smears and 
cultures or is examining for the pres- 
ence of blood, preliminary bowel cleans- 
ing should not be done; otherwise, a tap 
water enema the night before and again 
two hours before examination will pro- 
vide a clean rectum and sigmoid. Com- 
mercial enema preparations in disposa- 
ble plastic containers are available for 
those who do not have the necessary 
enema equipment. These tend to cause 
a mild irritation of the mucosa, and this 
should be remembered in evaluating the 
findings of the examination. 

Consideration for the patient and gen- 
tleness are 2 of the principal factors in 
ensuring a successful proctologic exami- 
nation. Female patients should be posi- 
tioned and draped by a nurse. Draping 
should be adequate to prevent unneces- 
sary exposure but must not limit the 
field of examination. The physician 
should explain to the patient the pur- 
pose of the examination and each step 
as it is performed. 

Several standard positions are utilized 
for a proctologic examination. The left 
lateral recumbent position (Sims) is con- 
venient for anoscopy and inspection of 
the perineal and sacrococcygeal areas 
and is satisfactory for proctosigmoidos- 
copy in aged and infirm patients. The 
knee-chest position, with the patient on 
his knees and chest, the head turned to 
the left side, and the arms crossed above 
the head is advantageous for proctosig- 
moidoscopy when a special table is not 
available. This position is difficult to 
maintain and causes discomfort after 
some time. The most ideal position for 
proctosigmoidoscopy is the inverted po- 
sition on tables specially designed for 
proctologic examinations; however, it 
must be emphasized that an adequate ex- 
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amination may be performed without 
such specialized equipment. 


Procedure 


The adequate proctologic examination is 
made up of 3 individual steps. These are 
inspection, digital palpation, and instru- 
mental visualization. The steps should 
be performed in the above order. In- 
spection includes checking the sacrococ- 
cygeal area for pilonidal dimples, si- 
nuses, or cysts. In the perianal and anal 
areas, one looks for fistulous openings, 
abscesses, excoriation suggesting  dis- 
charge, bleeding, inflammation, and any 
abnormal pigmentation, swelling, skin 
tags, external hemorrhoids, and accen- 
tuation of skin folds. Palpation serves to 
confirm the findings of inspection, and 
digital palpation of the anus, anal canal, 
and rectum must precede the introduc- 
tion of a scope in order to ensure an 
open passage through which a scope may 
be passed. In the adult, the posterior wall 
of the rectum is so acutely curved dor- 
sally that a blind spot may be formed 
at the anorectal juncture and lesions may 
be missed visually unless previously 
palpated. The prostate and rectovaginal 
septum can be palpated for additional 
pathology; the cul-de-sac is often the 
site of “drop metastases” or pelvic ab- 
scesses, and the majority of rectal tu- 
mors are within reach of the examining 
digit. Upon withdrawing the finger, one 
should observe for blood or pus. Ano- 
scopic examination ordinarily follows 
digital palpation. The well-lubricated 
anoscope should be gently inserted 
through the anus and anal canal into the 
distal rectum. As the anoscope is with- 
drawn, a good view of the anal canal is 
presented. The presence of internal hem- 
orrhoids, anal papillae, infected crypts, 
and other abnormalities is easily deter- 
mined. 

After the anoscopic examination is 
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FIGS. A, B, and c. Diagrams illustrating the angles 
at which the proctosigmoidoscope is directed 
during insertion and the corresponding appear- 
ance of the lumen. 
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completed, proctosigmoidoscopy is done. 
Remembering the direction of the anal 
canal, the proctosigmoidoscope is in- 
serted into the canal with the tip point- 
ing toward the umbilicus. A sensation of 
diminished resistance indicates that the 
sphincters have been passed, whereupon 
the distal end of the scope is depressed 
anteriorly so that the scope may enter 
the rectum proper (figures A, B, and C). 

From this point, the instrument must 
be passed under direct vision, prefera- 
bly for the entire length of the scope. 
Any abnormality encountered should be 
noted; however, more complete visual- 
ization can be accomplished as the scope 
is withdrawn. A circular motion should 
be used to inspect the entire circumfer- 
ence of the bowel and flatten the muco- 
sal folds and rectal valves as they are 
passed. It will be noted that the rectal 
mucosa is smooth, and, as one reaches 
the so-called rectosigmoid junction, the 
mucosa becomes corrugated in a circu- 
lar fashion. ‘This is usually at a level of 
approximately 15 cm. from the anal out- 
let. If one encounters difficulty in pass- 
ing the proctosigmoidoscope because of 
“pockets” or angulations of the bowel, 
gentle air insufflation should be used. 
This usually will open the bowel so that 
the next segment may be entered with 
ease. This instrument should never be 
forced, and pressure should always be 
gentle. As the proctosigmoidoscope is 
introduced, it is wise to advise the pa- 
tient to expect a pressure sensation in 
the 
cramp as the proximal rectum and sig- 


rectum and a lower abdominal 
moid are entered. If the patient is fore- 
warned and instructed to breathe deeply 
through the mouth, the examination will 


be facilitated. 
Common Abnormalities 


‘The common abnormalities encountered 
in a proctologic examination, particu- 
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larly proctosigmoidoscopy, may be di- 
vided into 4 groups: congenital, inflam- 
matory, neoplastic, and traumatic. ‘These 
will be mentioned briefly. 

Congenital. One child in every 5,000 
newborn has some form of anorectal 
anomaly characterized by failure of me- 
conium passage with ensuing signs of 
obstruction, passage of gas and _ feces 
through the genitourinary tract, or pro- 
gressive constipation. Primary failure of 
fecal passage may be due to an imper- 
forate anal membrane at the anorectal 
level or incomplete fusion of the hind- 
gut with the proctodeum at any level. 
This is a reminder for a digital examina- 
tion of the rectum in all newborn before 
assuming that the infant is normal. Ab- 
normal fecal passage is seen in the 
anomalies wherein a fistula is present 
between the hindgut and the bladder, 
urethra, or vagina. Progressive constipa- 
tion or obstipation may be due to agan- 
glianosis, atresia, stricture, rotation mal- 
formations, and obstructing masses eith- 
er within the gut or extraluminal. Pre- 
sacral cysts and tumors are often a cause 
of lower bowel obstruction. 

Inflammatory. The proctocolitides of 
idiopathic, amebic, and tuberculous ori- 
gin vary in mucosal appearance, which 
at times is significant for diagnostic pur- 
poses, but often the mucosa presents a 
nondescript pattern not diagnostic of 
any particular process. Advanced ulcer- 
ative colitis is suggested by the presence 
of pseudopolyps. Lymphogranuloma 
venereum involves the rectal area, op- 
posite the cervix in females, diffusely at 
first, and then tends to form either the 
more common tubular constriction or an 
annular encroachment. Inflammatory re- 
action may be a manifestation of system- 
ic disease or represent an extension 
from a neighboring infective process. 
Factitial proctitis is suggested by the 
history of previous radiation therapy. 
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In general, diagnosis in this category 
will depend upon smears, cultures, ova 
and parasite studies, Frei tests, and bi- 
opsies. 

Neoplasms. The most common benign 
tumor encountered in the rectum and 
sigmoid is the adenomatous polyp. It 
varies in size from a mucosal excrescence 
or mammillation to the large peduncu- 
lated form; is often single, although 
multiple in 25 to 30 per cent of cases; and 
varies in color from pink to cherry red. 
An ulcerated surface is indicative of pos- 
sible malignant change. Malignant proc- 
esses are found frequently in the same 
area of distribution as the adenomatous 
polyps. Ulceration of the mucosa with 
bleeding, friability, and firm rolled 
edges is characteristic of malignancy; 
however, diffuse infiltrating carcinoma 
may present an annular constriction cov- 
ered by normal mucosa. Other benign or 
malignant tumors may be encountered, 
and biopsy is mandatory for definitive 


diagnosis and for a complete evaluation. 

Trauma. The longitudinal axis of the 
anal canal points toward the umbilicus; 
thus, foreign objects tend to be directed 
toward the anterior rectal wall. Lacera- 
tions at this site therefore may be due to 
instrumentation, catheter tips, or the 
gamut of bizarre foreign bodies seen in 
practice. Damage at higher levels may 
be the result of instrumentation or over- 
zealous fulguration. Metal urethral cath- 
eters and cystoscopes also may perforate 
the rectum. 

No proctologic examination is abso- 
lutely complete until a barium enema 
x-ray study of the colon is performed. 
This will determine the presence of sec- 
ond, multiple, or unassociated patholog- 
ic conditions not otherwise suspected. 

In conclusion, the tragedy of an error 
by omission can be avoided by the rou- 
tine performance of a complete procto- 
logic examination as part of the general 
physical examination. 


COLONIC DIVERTICULOSIS increases in incidence with advancing age. 
Barium enema study will reveal diverticulosis in about one-third of 
the population more than 50 years of age, and incidence is about the 
same in men and women. Colonic malignancy does not appear to be 
associated. Once manifest, lesions do not appear to progress. 


c. C. SMITH and W, R. CHRISTENSEN: Incidence of colonic diverticulosis. Am. J. Roent- 


genol. 82: 996-999, 1959. 
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Diseases 
involving 
connective 
tissue 


ROBERT T. MONROE, M.D. 
BOSTON 


Connective tissue plays an impor- 
tant role in many diffuse disease 
processes, such as arthritis, arterio- 
sclerosis, and degenerative diseases 
in aging people. The challenge of 
controlling disability in the elderly 
is growing not because there are 
more aged persons who are dis- 
abled but because physicians are 
finding more ways to identify, avert, 
prevent, and heal disability. 


ROBERT T. MONROE is vice-president and 
gerontologic counselor of The Age Center 
of New England, senior associate in medi- 
cine, Peter Bent Brigham Hospital, and 
associate in medicine, Harvard Medical 
School. 

*Presented in Boston, Mass., October 15-16, 1959. 


Sponsored by The Liberty Mutual Insurance 
Compan). 
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Symposium: DISABILITY CONTROL I* 


MB Connective tissue is found every- 
where in the body. Its connecting func- 
tion varies—it is a firm conjunction in 
one place, a loose association in another, 
a cushioning effect in another, and 
everywhere a facilitation of the trans- 
port and interchange of fluid and sub- 
stances between cells and tissues. The 
cells which comprise it vary according- 
ly; some produce strong fibrous proc- 
esses, some produce elastic processes, 
and some produce a loose areolar tissue 
like a cobweb. The important role of 
connective tissue in many diffuse disease 
processes has long been assumed, and it 
has been confirmed and explained by 
many recent researches. A short general 
sketch of several representative diseases 
of this area—arthritis, arteriosclerosis, 
and the degenerative diseases of aging— 
is presented here. 


Arthritis 


Arthritis can be caused by an affection 
of the synovial membrane which lines 
the joints, or of the cartilage which 
cushions the joints, or of the tendons 
and muscles which control the motion of 
the joints. The first type is called atroph- 
ic or rheumatoid arthritis; the second, 
hypertrophic or osteoarthritis; and the 
third is named after the cause that ap- 
pears to be responsible. Any combina- 
tion of these three types can be found, 
of course, especially in the more mature 
patients. But it is unwise to seek refuge 
in the diagnosis of mixed arthritis, for, 
at any one time, the factors which oper- 
ate to produce one of the types will be 
found to prevail, and they are the ones 
that need treatment. 
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Atrophic arthritis has many of the 
characteristics of a disease caused by an 
infection. The synovial membranes are 
inflamed and put out a synovial fluid 
containing abnormal amounts of protein 
and cells. The adjacent cartilages be- 
come eroded and the related bone ends 
and muscles become decalcified, thin, 
and atrophic. The patient as a whole ap- 
pears to be suffering from a generalized 
disease process, with puffy painful 
joints, atrophied skin over them; often 
there is fever, anemia, and so on. Every 
degree of severity is observed, from 
mild and transient to severe, permanent, 
and crippling. Remissions and recur- 
rences are also common features and 
confusing to the unwary physician. No 
single organism has been _ identified 
which either directly or indirectly causes 
this serious disease, but treatment must 
be grounded on the general rules which 
are helpful in combating infective proc- 
esses—rest, good nutrition, protection of 
the affected joints, and daily use of the 
joints and the body as tolerated. In re- 
cent years, cortisone and its related 
products have been helpful in control- 
ling inflammation and the damage 
caused by pressures due to inflamma- 
tory products. Connective tissue changes 
are extensive, particularly those which 
involve collagen. Another recent ad- 
vance, at least in theoretic understand- 
ing, has been the grouping of atrophic 
arthritis with a number of other disease 
states in skin, muscle, and internal or- 
gans in which altered collagen appears 
to be a common factor. 

Hypertrophic arthritis stands in strong 
contrast to the atrophic type. The origi- 
nal damage appears to be the cartilage 
which cushions the joints. It is without 
blood supply. When it is injured and 
wears down or shrinks with loss of fluid, 
there can be no inflammation, no syno- 
vitis, and no synovial effusion except 


GERIATRICS, JULY 1960 





transiently with trauma. The apposed 
bone ends, less cushioned, receive more 
of the blows due to weightbearing and 
use and respond by becoming harder, 
more calcified. The capsules of the 
joints and their closely attached liga- 
ments from muscles must take up the 
shocks from pulling and twisting as 
their bones move loosely with less inter- 
vening cartilage, and they respond by 
becoming tough and calcified. The re- 
sultant irregular joint surfaces tend to 
cause increasing mechanical embarrass- 
ment in mobility, but skin and muscle 
are not atrophic and the patient shows 
no signs or symptoms of being sick. Dis- 
tress is largely accounted for by limited 
motion, by muscle sprains and spasms, 
and perhaps by pinching of nerves as 
they pass between or around spurs. Cor- 
tisone seems useless, and connective tis- 
sue is not involved except as it shares in 
“wear and tear.” 

The third type of rheumatism includes 
bursitis, an inflammatory affection of the 
synovial spaces which occur between 
muscle layers in several parts of the 
body. It also includes trauma to mus- 
cles and tendons, as in sprains, bruises, 
and fractures, whether or not bone is 
also fractured. In fresh and active cases, 
cortisone is helpful in controlling in- 
flammation. This type can be no single 
clinical entity. It is clear that connective 
tissue is involved in whatever damage 
takes place. Reparative processes may 
be incomplete and cumulative, so that 
there is a tendency to expect the con- 
nective tissue, under the skin and _be- 
tween muscles and muscle bundles, in 
aging persons to be less in amount, more 
fibrous, and less elastic. It is my im- 
pression that the association is more di- 
rectly with how much and how well the 
body has been used than with the num- 
ber of years it has lived. 

A type of muscular rheumatism that 
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is interesting because it is so extremely 
common and yet so little recognized is 
that which occurs in the course of the 
viral infections known as grippe. These 
infections can involve any organ or tis- 
sue, particularly connective tissue, caus- 
ing all gradations of suffering from 
cramps to aches and weariness. Any con- 
tributions by our researchers of ways in 
which to handle these problems would 
be greatly appreciated. And can they tell 
us why men exhibit an aching stiffness 
so much more often than women? 


Arteriosclerosis 


Arteriosclerosis consists of a thickening 
of an arterial wall by material contain- 
ing first, cholesterol and later, calcium. 
In one type, the process affects the mid- 
dle layer of the wall. In the other, the 
process begins on the inner lining, af- 
fecting the other layers later. The large 
arteries thus become stiffened. They also 
lengthen and become tortuous as their 
elastic connective tissue is destroyed. 
The caliber of the smaller arteries is de- 
creased. If a local sclerotic process seals 
the lumen, an occlusion, such as in a 
coronary artery, is said to take place. If 


get 


the tissue served by this artery can 
blood from no other artery, the area is 
said to be infarcted. This pathologic 
process is so common and widespread 
that it is highly improbable that any 
the of 50 
having it in some degree in some part of 
his arterial tree. Researches into the na- 
ture and causes of the connective tissue 


person reaches age without 


changes involved at every stage have 
been most important, yet there is no 
area in medicine that is at present more 
confused with half-knowledge or more 
plagued by diagnostic and therapeutic 
strife. 

As to diagnosis, the young physician 
can 
almost with one glance, and the term 


spot “generalized arteriosclerosis” 
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is normally included in the diagnostic 
summary of any patient over 60 years 
of age in a hospital. His more experi- 
enced colleagues seldom use the term, 
either because they are less prejudiced 
against old age or because they have 
found better answers to the observed 
disturbances in health and behavior. It 
has been hard to prove the theory that 
narrowed arteries mean less blood sup- 
plied to tissues and organs, for the safe 
reserve is great enough or the channels 
numerous enough to permit apparently 
normal nutrition and function to con- 
tinue. The exception might be in the 
central nervous. system, where the many 
brain tissue and blood vessel changes 
have come to be called cerebral arterio- 
sclerosis; but, even here, neuropatholo- 
gists now believe that occluded or les- 
sened circulation is not the cause and 
prefer to use the term “organic brain 
damage” or “organic brain syndrome” 
instead. 

High blood pressure implies to many 
physicians that clinically important ar- 
teriosclerosis is also present. This seems 
statistically true for men but not for 
women. Middle-aged women have hy- 
pertension at least as often as men do 
but have far fewer occlusions in their 
coronary, cerebral, and peripheral arter- 
ies. To add insult to injured statistical 
pride, they are more often obese than 
men, and they live longer. 

The therapeutic quarrel over arterio- 
sclerosis began when the cholesterol in 
the injured arteries was linked with cho- 
lesterol free in the circulating blood and 
then with cholesterol taken in with food. 
One side points to the abnormal high 
values for cholesterol in the blood of 
patients with coronary artery occlusions, 
to the large amount of cholesterol in 
the diet of Americans as contrasted to 
the smaller amount in the diet of other 
cultures which suffer less from coronary 
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artery occlusion and hypertension, and 
to the smaller death. rate that results 
from diets with less cholesterol and fat; 
and so they urge us to eat no eggs, milk, 
dairy products, or red meat but to be 
content with fish, oleo, and corn oil. The 
other side points out that cholesterol is 
a notoriously unsatisfactory substance 
to measure, that its daily variation is 
great, that it is made by the human body 
regardless of the diet, that it rises with 
emotional states and chronic tension 
states (as would be expected in patients 
who have or are challenged with heart 
disease) , that it tends to be normal in 
spite of diet or disease in those who reg- 
ularly get good physical exercise, and 
that the low cholesterol diet described is 
so unacceptable to Americans and so 
possibly deficient for other body organ 
demands that the psychologic damage 
would be great. These sides were well 
summarized in the August 29, 1959, 
issue of the Journal of the American 
Medical Association. My conclusion is 
that we will do best if we concentrate 
on participating in life, keep cool, keep 
active, and eat whatever is put before us 
with confidence and enjoyment. 


Degenerative Diseases of Aging 


“Degenerative diseases of aging’ is a 
term that meets ready and shuddering 
acceptance today when, in facing the 
fact that more people live to old age, we 
are constantly beset with evidence as to 
how sick and needy they are. But how 
hard it is to define the term! One sees 
personality and performance degenerate 
in cases of organic brain syndrome and 
in some kinds of malignant disease. 
Chronic diseases cannot be called degen- 
erative, for they are not continuously 
active or progressive. This is true of pep- 
tic ulcer, gallstones, diverticulosis, dia- 
betes mellitus, chronic bronchitis, and 
the other ‘‘chronic conditions” included 
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in statistics on chronic diseases. Most 
cases of heart disease and arthritis are 
not cumulative year by year or are they 
inconsistent with active and effective 
performance. 

Autopsy studies reveal far more in the 
way of disease and altered physiology 
than was suspected during life, and this 
discrepancy increases with age. Does this 
mean that people are sick and degenerat- 
ing without knowing it, like O. W. 
Holmes’ “One Hoss Shay?” To me it 
means that disease syndromes do not 
inevitably produce the signs and symp- 
toms that have been associated with 
them in clinically identified cases. We 
need to know more about the cases in 
which the manifestations were unknown 
to physicians and probably also to the 
patients. An important paper by Hinkle 
and Wolf in the December 1958 Annals 
of Internal Medicine showed that the 
awareness of any illness depends heavily 
on perceived threats in the environment. 

There is no disease of aging as far as 
I know. There are only diseases in aging 
people. A recent survey by the United 
States Public Health Service, Depart- 
ment of Health, Education and Welfare, 
Series B4, 5, and 6, 1958, showed that 
people over 65 years of age were sick 
and asked for help from physicians 
somewhat more often than people of 
middle age but about as often as chil- 
dren. When one realizes how much atti- 
tudes have to do with the importance 
attributed to illness—attitudes made de- 
fensive by loss of job, occupation, 
spouse, house, income, or status—one 
must suppose that they explain much of 
the difference in the morbidity rates of 
older as compared to those of younger 
adults. 

We forget that all these sicknesses and 
losses apply to minorities of old people. 
Only a small per cent of people over 65 
are in chronic institutions. Most of them 
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are healthy most of the time, find ways 
of coping with losses, and enjoy living. 
Many studies are needed to identify and 
evaluate the diseases and the abnormal 
tissue states which are found in aging 
people. Many of them will be in the 
area of connective tissues. But let us not 
confound “disease process” with “aging 
process. 


Summary 


At the Age Center of New England, one 
of our major concerns is with another 


own adjustments is not threatened, and 
they give us in rich detail the mecha- 
nisms by which equilibrium is main- 
tained despite physical and emotional 
storms and, to a degree, which permits 
adherence to valid goals and drives. I 
think that they would have this to say 
about the title of our symposium: “You 
in the health profession find the chal- 
lenge of disability control growing not 
because there are more of us who are 
disabled but because you are finding 
more ways to identify, avert, prevent, 


which 
binds the individual to his environment 


type of connective tissue—that and heal disability. You are also creating 
an era of comprehensive medical care. 
It rather scares us and takes our breath 
away. Will you please allow us to go 
along with you at our own speed and in 
accordance with all our values and built- 


in habits?” 


and to his fellow men. Our subjects are 
themselves 
healthy and independent. Since we do 


volunteers who consider 


not impose advice or therapy, their 
fiercely cherished freedom to make their 


OLDER PEOPLE in the United States number 15 million, but only be- 
tween 450,000 and 750,000, or from 3 to 5 per cent, are estimated to 
be in institutions. Although 17 of 20 persons over the age of 65 years 
admitted having been ill during the four weeks preceding an inter- 
view, two-thirds of this group said that sickness had in no way re- 
stricted normal activity, only | in 8 had spent a day or more in bed, 
and only | in 3 had seen or talked to a doctor. The “‘very sick” in the 
older population are estimated to be from 9 to 11 per cent of persons 
aged 65 to 74 years and from 14 to 20 per cent of individuals 75 years 
old or older, the higher percentages including persons “too sick to be 
interviewed.” Half of the total reported illnesses were chronic with a 
duration of five years or more and were taken for granted, 3 of 4 re- 
spondents believing that aches and pains‘are to be expected in old age. 


E. SHANAS: How sick are older people? J.A.M.A. 172: 169-170, 1960. 
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Rehabilitation 
of the 
cardiac patient 





Employment and cardiac 
impairment rating 


RICHARD J. CLARK, M.D. 
BOSTON 


Rehabilitation of the cardiac pa- 
tient for employment should ordi- 
narily be a function of the attend- 
ing physician. Problem cases arise 
for various reasons; such patients 
may benefit from services of work 
evaluation units which succeed in 
returning substantial numbers to 
continued gainful employment. In 
a study of 650 such patients, certain 
principles of employability and 
placement were evolved. 


RICHARD J. CLARK ts medical director of 
the Cardiac Work Classification Unit of 
the Massachusetts Heart Association, Bos 
ton. 
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Symposium: 
DISABILITY CONTROL II 


HB 1 have been asked to discuss certain 
aspects of the final stage of rehabilita- 
tion as related to the return of the cardi- 
ac patient to gainful employment. What 
I have to say is based on experiences 
which we have had in the Cardiac Work 
Classification Unit in Boston over the 
past seven years with some 650 cases. 

Perhaps the first question to be raised 
is where the responsibility for this all 
important phase of rehabilitation should 
fall. Clearly this should be a part of reg- 
ular medical care by the internist, car- 
diologist, general practitioner, or who- 
ever may carry the responsibility for a 
given patient. Fortunately there is an in- 
creasing acceptance by physicians, pa- 
tients, and employers that the usual pro- 
cedure following an acute coronary or 
other cardiac episode is return to work; 
and certainly with the majority of white- 
collar workers there is relatively little 
problem posed. In most instances, the 
physician needs little beyond an_ en- 
lightened, fearless, and optimistic ap- 
proach to the situation. 
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There are problem cases, however, 
which do develop for one reason or an- 
other with which the average practition- 
er finds himself unable to cope, and 
where even the expert may require spe- 
cial ancillary assistance. It is in cases 
such as these that special rehabilitation 
units, or Work Classification Units, as 
sponsored by the American Heart Asso- 


ciation, may prove of special value. 
Delay in Return to Work 


We have been particularly interested in 
observing the background in the devel- 
opment of these problems as they have 
come to us. First and foremost, we 
would list procrastination in attempting 
return ol patients to work. Success in re- 
turn of cardiac patients to employment 
is in inverse proportion to the length of 
time before the attempt is_ seriously 
made. This procrastination is not infre- 
quently the result of unreasonable fears 
and uncertainties on the part of physi- 
cians, families, and patients themselves. 
From this there rapidly stems an atti- 
tude of chronic invalidism with claims 
for disability payment from insurance 
companies and public agencies. All too 
frequently, these may be granted with- 
out sound medical evidence of perma- 
nent disability. The result is a more 
firmly entrenched attitude of chronic in- 
capacity which through psychologic fac- 
tors may in fact soon produce total work 
incapacity. 

We have observed instances where a 
family may come to receive more from 
disability payments than it would be 
possible for the wage earner to take 
home from any type of employment of 
which he would be capable. This in itself 
creates a most unhappy and unfavorable 
situation for rehabilitation. The worker 
learns that as soon as he returns to any 
type of employment, no matter how 
small the wage, all of his assistance will 
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be completely stopped and, should his 
work fail, it might require months to 
regain this needed family help. Another 
not uncommon cause for procrastination 
in return to work is the matter of delay 
associated with processing of claims for 
workmen’s compensation. These may 
drag on with months of litigation and, 
during this time, we find it almost im- 
possible to adjust a patient psychologi- 
cally or otherwise to undertaking em- 
ployment. When workmen’s compensa- 
tion claims are finally settled, we have 
not found that these are as great deter- 
rents to further employment as disabil- 
ity claims, for the simple reason that 
the payments are usually not adequate 
for family support. Still another com- 
mon obstacle to early re-employment is 
the situation of the person who has done 
only heavy labor before an acute cardiac 
episode. The solution here may come 
through careful vocational and _ skill 
evaluation for other type of placement, 
or by decision that the patient in fact is 
quite capable of returning to fairly 
heavy type of work such as he may have 
been accustomed to in the past. 


Results with Problem Cases 


For some of these problem cases the 
Work Classification Unit, with its team 
approach and full utilization of ancil- 
lary services and community agencies, 
may be able to prove of considerable 
value. You might be interested in a few 
of our basic statistics based on the first 
550 patients seen originally through 
June of 1958. We have evaluated 67 per 
cent of these individuals as being em- 
ployable and have been successful in 
seeing 62 per cent of these “employable 
patients” return to work of various 
types. The group included 303 cases of 
myocardial infarction with anywhere 
from one to three prior attacks. Of 
these, 133 patients have been returned 
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to gainful employment, which is of spe- 
cial significance in a state where work- 
men’s compensation has been consid- 
ered a strong deterrent to re-employ- 
ment. In addition to an encouraging em- 
ployment record, we have been pleased 
to see that longer term follow-ups have 
shown many of these placements to be 
relatively firm over a period of time. Of 
266 patients placed at work, 176 were 
known to be continuing employment at 
their last follow-up over periods from 
six months to six years. At the present 
time, 50 patients are known. to have con- 
tinued work from two to six years and 
56 patients from one to two years. In 
our statistics, no employment of less 
than one month’s duration was counted. 
Of 234 employed patients with careful 
follow-up, 40 had ceased employment 
for various reasons including age and 
retirement, 3 had died on the job, and 
15 had died off the job. Of the 176 pa- 
tients continuing at work, the medical 
condition was judged to be unchanged 
in 134, improved in 22, and deteriorated 
in 20, but not to an extent to necessitate 
cessation of work. These basic statistics 
for a special group of patients taken 
alone do not prove too much, but they 
do add factual evidence to the already 
established axiom that many cardiacs 
are employable and can_ successfully 
carry on with work. This is especially 
significant when it is realized that many 
of these have represented distinct prob- 
lem cases with which other agencies had 
been unsuccessful. 


Concepts of Employability 


Quite apart from what statistics may in- 
dicate, those of us working in this pro- 
gram have developed numerous con- 
cepts regarding employability and em- 
ployment of cardiacs. Space permits 
little beyond the simple enumeration of 
certain of these. For the First Wisconsin 
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Conference on Work and the Heart in 
1958, we made a study of factors of em- 
ployability.! Interestingly, we found 
that the extracardiac factors such as mo- 
tivation, past work history, education, 
vocational training, skills, age, and psy- 
chologic status, as well as concomitant 
defects, were more important determi- 
nants of employability than were the 
diagnoses, heart size, electrocardio- 
graphic findings, presence of auricular 
fibrillation, angina, or even the number 
of myocardial infarcts. An employer will 
hire a patient with severe cardiac dis- 
ease with a needed skill and a good em- 
ployment record, but not a patient with 
mild cardiac disease who may have little 
to offer apart from his disability. 

As to job finding, we have come to 
realize that, by all odds, patients should 
be returned to their former type of work 
or employment, preferably with the 
same employers, with work adjustment 
if necessary, if this is at all possible. In 
some instances, patients have gone back 
to very strenuous work against our ad- 
vice, and we have been most impressed 
to see how well they have done with this 
over a period of time. Older patients, 
especially, do not adjust well to new 
types of employment and strange en- 
vironments. 

For some young cardiac patients, vo- 
cational retraining may be an_ ideal 
course, but we have not infrequently 
seen it attempted with older patients 
having coronary disease where it has 
proved a complete waste. By the time a 
course of retraining is accomplished, the 
patient may have deteriorated or may 
have died, or, not infrequently, he will 
not choose to carry on with the pro- 
posed new type of work; there has re- 
sulted a deplorable wastage of both time 
and public funds. 

The question always arises as to how 
to decide of what type work a given pa- 
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tient is capable. In our Unit we have 
been of the school of thought so aptly 
expressed by Dr. Leonard Goldwater in 
a recent editorial in the Journal of the 
Medical “How 
do physicians judge whether or not a 


American Association: 
cardiac patient can safely undertake a 
particular job? The answer is the same 
as it is to many questions in medicine— 
by common sense and clinical judg- 
ment. There is no mechanical device that 
will tell the physician what to advise.” 
All of the special exercise or functional 
tests devised will prove very little with- 
out a detailed history, complete clinical 
examination, and observation of the pa- 
tient. These are simple tools available to 
any sound clinician. Emphasis should be 
placed on observation of the patient at 
simple tasks such as walking, stair climb- 
ing, dressing, and undressing. In some 
questionable cases, and particularly in 
cases where patients lack confidence, ac- 
tual trial work in transitional workshops 
may prove of tremendous value, and fa- 
cilities of this type unquestionably need 
further expansion. We would by no 
means belittle the importance of con- 
tinued investigation of functional test- 
ing of the patient and the study of en- 
ergy requirements of various activities 
and jobs which have been made. 


Impairment Rating 


During the past two years, a committee 
of consultants to the Committee on Rat- 
ing of Physical Impairment of the 
American Medical Association has _ pre- 
pared a guide for the evaluation of im- 
pairment of the cardiovascular system. 
The speaker was one of the five mem- 
bers of this consultant group which was 
chaired by Dr. Henry Kessler. In the 
course of the next few months this guide 
will be published and disseminated by 
Medical 
will be in similar format to the previous 


the American Association.2 It 
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guide to Evaluation of Impairment of 
the Back and Extremities which 
made available in 1958, and the sub- 
sequent guide concerned with the visual 


Was 


system. It is the sincere hope of the par- 
ent committee and the subcommittee 
that this guide may furnish a somewhat 
realistic and equitable approach for 
companies, compensation 
boards, disability commissions, and oth- 


insurance 


ers concerned with such ratings. 

As for the other systems, emphasis is 
placed upon differentiation of perma- 
nent disability and permanent impair- 
ment. Permanent impairment is defined 
as the status resulting from any anatomic 
or functional abnormality or loss after 
maximal medical rehabilitation has been 
achieved. This is a medical evaluation 
and the ratings in the guide are con- 
cerned purely with this. Permanent dis- 
ability is another matter. It is based pri- 
marily on the degree and rating of per- 
manent impairment by medical person- 
nel but also embraces consideration of 
nonmedical factors such as age, sex, ed- 
ucation, and economic and social envi- 
ronment. Also determination of perma- 
nent disability is considered an adminis- 
trative decision as to the patient’s en- 
titlements and is not a medical respon- 


In a sense, this suggests a con- 


sibility. 
flict between the ideals of cold impair- 
ment rating and those of over-all reha- 
bilitation where the physician must cer- 
tainly consider the extraphysical factors. 
I would feel strongly that, in the final 
decision as to disability ratings, which 
may well be the vested right of adminis- 
trators, there should be close coopera- 
tion and conference between the medi- 
cal personnel and others involved. 

The guide covers the categories of 
heart disease, hypertensive vascular dis- 
ease, and peripheral vascular disorders. 
To mention primarily the category of 
five classes are defined 


heart disease, 
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and established with examples. Classes 
I through IV are adapted with modifica- 
tion from the American Heart Associa- 
tion Functional and are 
applicable to any type of organic heart 
disease. The fifth class, called class 0, is 


Classification 


for nonorganic cardiac disturbances. To 
cite an example, class I is defined as 
follows: “Organic heart disease exists 
but without resulting symptoms. Walk- 
ing, climbing stairs freely, and perform- 
ance of usual activities of daily living 
do not produce symptoms. Prolonged 
exertional or emotional stress, hurrying, 
hill climbing, and similar activity do 
not produce symptoms. This group 
would include asymptomatic congenital 
or rheumatic healed 
myocardial infarction. The impairment 


heart disease or 
rating is listed as ranging from 0 to 15 
per cent. 

I am sure that many lawyers and com- 
pensation boards will be aghast at a 15 
per cent impairment rating for healed 
asymptomatic myocardial infarction, 


ATRIAL FLUTTER IN THE 


may be associated with occurrence of 


AGED, with 


but it was unanimously agreed upon and 
indeed reduced from an earlier higher 
consideration. Similarly, classes II 
through IV are defined with resultant 
symptoms from decreasing degrees of 
exertional or emotional performance 
with a sliding scale of impairment of 
the whole man up to 95 per cent. 

We trust that these definitions and 
ratings of cardiovascular impairment 
may succeed in a specific and practical 
way in establishing the fact that the 
mere presence of valvular disease, coro- 
nary disease, and even congestive failure 
often result in only partial impairment 
of the whole man, usually of considera- 
bly lesser degree than some physicians 
and 


administrators have considered in 


the past. 
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1:1 atrioventricular conduction, 
° 


pulmonary emboli. Of only 3 


such instances reported in persons over the age of 60, all were observed 





in Negro men aged 65, 70, and 67, respectively. Administration of 
Cedilanid resulted in flutter with 2:1 A-V conduction and, later, in 
flutter-fibrillation in the first patient and effected a 2:1 A-V and 
normal intraventricular conduction in the second. After an 0.8 mg. 
dose of the same drug to the third man, the rhythm changed to 
atrial fibrillation. At autopsy, pulmonary embolism was among the 
findings in all cases. Distention of the atrium by sudden pulmonary 
arterial obstruction, activation of sympathetic impulses after emboliza- 
tion, and cardiac anoxia may singly or together cause the arrhythmia. 
A. P. SPIVACK, M. A. SACKNER, and T. G. SCHNABEL, JR.: Atrial flutter with 1:1 a-v 


conduction associated with pulmonary embolism in the aged. Am. Heart J. 59: 
53-57, 1960. 
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Physicians are hesitant in allowing 
their cardiacs greater freedom in 
the way of physical activities be- 
cause of fear that they will be held 
responsible in the event of un- 
toward results. This attitude has 
unnecessarily delayed convalescence 
from acute illnesses, such as acute 
coronary thrombosis, and has 
caused great economic loss and ir- 
reparable anxiety states that event- 
ually render the individual unwill- 


ing or unable to work. 


Physicians fear 


A deterrent to 
rehabilitation 
among cardiacs 


SAMUEL A. LEVINE, M.D. 
BOSTON 


SAMUEL A. LEVINE is clinical professor of 
medicine at Harvard Medical School. 
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Symposium: 
DISABILITY CONTROL III 


@ ear on the part of the patient and 
the physician is a common accompani- 
ment of organic heart disease. Al- 
though in some instances this is justifi- 
able, it often is not and never serves any 
useful purpose. A_ physician who is 
overoptimistic, giving a better prognosis 
than subsequent events warrant, rarely 
does any harm to the patient if his 
therapy has been otherwise intelligent. 
In fact, he allows the patient and _ his 
family to live his allotted time in greater 
peace of mind and with less anguish 
than if the outlook had been described 
more ominously, though more accu- 
rately, at the outset. On the other hand, 
if the opposite error is made, a great 
deal of harm results. When the phy- 
siclan pronounces a gloomy prognosis, 
as he too often does, he frequently 
causes devastating damage to all con- 
cerned. He may tell the patient or his 
family that he has only a short time to 
live, only to find that the patient con- 
tinues in good health or in fair con- 
dition for many years. This is a com- 
mon experience with both acute and 
chronic aspects of heart disease. One 
can readily picture the mental suffering, 
the loss of earning power, and_ the 
unnecessary loss of the joys of living 
that often result from the unwise re- 
strictions imposed upon some cardiac 
patients. If the physician is to err, more 
good and less harm results from being 
over- rather than underoptimistic. 

It is of some interest to inquire into 
the origin of this pessimistic attitude on 
the part of the physician. It stems 
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mainly from a fear of being blamed if 
he is not overcautious. During the acute 
phases of cardiac illnesses, especially 
during a so-called “heart attack” or 
coronary thrombosis, the physician is 
impelled to institute a regime of bed 
rest. He has done this so thoroughly and 
so blindly that he overlooks other con- 
siderations that often are very vital. For 
example, he insists that the patient rest 
in bed instead of in a chair, although 
all the evidence—theoretic, physiologic, 
and practical—points to the fact that 
the heart obtains more rest in the chair 
than in bed. He fears that if something 
goes wrong or if the patient should die 
during the “chair treatment,” he will be 
held at fault, but that, if he loses the 
patient during the bed regime, no one 
will hold him responsible. The physi- 
cian is never blamed for those who have 
died because they were kept in_ bed. 
He persists in his method of practice 
because it is “‘safer’’ for him. 

Unwise caution prevails in’ many 
other aspects of cardiac care and greatly 
the 
rehabilitation of cardiac patients. Four 


impairs prospects of satisfactory 
rest, often 
unnecessary, develops a fear of immi- 


to six weeks of strict bed 
nent death or of some dire disaster that 
may leave an indelible imprint on the 
patient’s subsequent life. The physician 
may then compound the harmful effects 
by outlining too many months of con- 
valescence after the acute phase of the 
illness. If the patient is elderly or has 
already retired from his occupation, no 
great harm may result. However, if he 
intends to return to work, he may lose 
his job if he is invalided for four 
months. The physician gives too little 
attention to these simple but vital de- 
tails. It often matters very little, if at 
all, medically, whether one recovering 
mild or moderate 


from a coronary 


attack returns to a light or sedentary 
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three months 
rather than in four to six months. The 
only difference to the patient may be 
economic, that is, whether or not he 


occupation in two to 


retains his job or is demoted. A cardiac 
patient of 40 to 60 years of age often 
finds it difficult or impossible to obtain 
a new job. It is obvious that many such 
patients should not return to an occu- 
pation that entails strenuous physical 
effort or that jeopardizes the safety of 
others. There are, however, many who 
become public charges or burdens on 
their family who could have carried on 
a work program had they been properly 
advised. 

The situation to which I wish to call 
particular attention is that of the car- 
diac patient with advanced, or grade 
four, heart disease. Even in this group, 
great injustices and misinformation 
exist. Such patients obviously have very 


serious heart disease, but it may be 
essentially stationary or very slowly 
progressive. ‘They may have marked 


cardiac enlargement with high blood 


pressure, frequent anginal spells, or 
gross congestive heart failure. They may 


full 


heart failure, even requiring occasional 


be on a course of treatment for 
tapping of the chest or frequent injec- 
tions of mercury to keep pace with their 
tendency to retain fluid. Others may 
require 10 or more nitroglycerin pills 
daily to relief fre- 
quently recurring anginal attacks. Pa- 
tients of this type are almost invariably 


obtain from the 


advised to stop working permanently. 
In- many such cases, this decision is 
clear and indisputable. Some could not 
possibly carry on their work. There are 
others, however, whose only difficulty is 
the matter of transportation. They can- 
not walk to the streetcar or mount the 
elevated or subway stairs or buck cold 
wind or snowy weather. Their occupa- 
tion may be such that they could very 
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well do their job if they could be trans- 
ported comfortably. In instances of this 
sort, I have often restored a_ badly 
crippled cardiac patient to a contented 
and useful existence by inducing him or 
her to invest $10 to $15 weekly in taxi 
fares in order to earn $75 to $100 a week. 
The difference between living as a pub- 
lic charge or on the bounty of even well- 
meaning relatives and supporting one- 
self modestly is difficult to describe but 
gratifying to witness. 

little that 


allowing some of these advanced cardiac 


There is very evidence 


patients to do light or sedentary work 


NYLIDRIN HYDROCHLORIDI 


shortens their lives. It may possibly do 
the opposite. It certainly enriches their 
remaining years and gives them a sense 
of satisfaction and accomplishment they 
could not otherwise obtain. If given the 
choice, they probably would prefer this 
solution to doing nothing and waiting 
for the day of judgment to come, even 


if their lives were shortened a_ few 
months by the work. 
The inference from all this is that 


the physician, the patient, and his fam- 
ily must overcome the prevalent fear 
that performing appropriate work will 
harm the patient with heart disease. 


(Arlidin) seemed to have no effect on skin 


temperatures of fingers, toes, and sural region and the temperature of 
the gastrocnemius muscle when given intramuscularly to 10 patients 
with occlusive arterial disease of the lower extremities. The drug did 
not prolong the time of onset of claudication, and tolerance for walk- 
ing did not change after administration of the drug. 

Il. A. ROEDLING, G. M. ROTH, A. SCHIRGER, and R. W. 


hydrochloride on the skin and muscle 
arterial disease of the lower extremities. 


GIFFORD, JR.: Effect of nylidrin 
temperatures of patients with occlusive 
Angiology 11: 130-132, 1960. 


SUBSTITUTION Of a safflower oil preparation containing large amounts of 
unsaturated fats for other dietary fats resulted in a marked reduction 
in serum total lipid, phospholipid, and cholesterol content in a patient 
with idiopathic hyperlipemia and cutaneous xanthomatosis. The 
serum neutral fat content was not affected. The patient was tested with 
{ diets of varying fat content. 


F. A. J. KINGERY, P. R. WINDER, W. D. BLOCK, and A. Cc. CURTIS: The effect of dietary fat 
in idiopathic hyperlipemia with xanthomatosis. Arch. Dermat. 81: 523-526, 1960. 
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Symposium: DISABIL 


The insurance 
industry and 
disability control 


S. BRUCE BLACK 
BOSTON 


The 
working to cover the gaps in health 


insurance industry is now 
insurance coverage for older per- 
sons. For instance, individual poli- 
cies are being offered which are 
guaranteed for life and others are 
paid up to age 65. In order for such 
insurance to succeed, however, there 
must be emphasis upon control of 
loss. 


$. BRUCE BLACK is chairman of the Liberty 
Mutual Insurance Company, Boston, 
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ITY CONTROL IV 


Mit is that insurance 


should be the sponsor for this symposi- 


appropriate 


um on disability control. The purpose of 
insurance is to provide protection, but, 
if insurance were concerned solely with 
collecting premiums and reimbursing 
losses, it is unlikely that it would be in- 
volved in this symposium. The fact is 
that insurance has a more general role, 
which is over-all protection from loss. 
The history of insurance shows this to be 
the case again and again. Meaningful 
protection has meant prevention—pre- 
vention of fires, prevention of accidents, 
and minimization of disabilities resulting 
from injuries by means of medical 
care and rehabilitation. Protection also 
means equitable discrimination in insur- 
ance costs to insurance buyers, based on 
their ability and their willingness to take 
the steps necessary to minimize loss—in 
short, there is an inducement factor to 
encourage self-protective action. 

If insurance had not taken on the role 
of 


financial reimbursement for losses, then 


protection from losses as well as 


probably it would long ago have become 
a monopolistic government mechanism 
concerned only with the most economi- 
cal way to collect premiums and pay 
benefits. 

The circumstance that insurance op- 
erates in a voluntary framework in the 
free market system is not a matter of 
chance. It is because insurance has suc- 
ceeded in adapting itself to the changing 
needs in our society. Insurance did not 
but the conduct 
commerce made necessary the creation 


create commerce, of 
of insurance. In other words, insurance 
has all along made a more or less pre- 
man’s 


cise and rapid adaptation to 


evolving social activities and needs. The 
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day in which we fail to respond to 
change is the day in which insurance 
will come under the province of govern- 
ment direction and control. This is 
exactly the challenge that is now being 
pressed upon us in the health insurance 
field. 

The growing complexities which mark 
our civilization have greatly increased 
the need and demand for additional 
forms of protection—in some cases to 
protect against natural hazards, in still 
others to protect against man-made haz- 
ards, and in some of the most important, 
the 


against cost of obligations imposed by 


as well as most recent, to protect 
laws expressing changed social policies. 
The inadequacy and inequity of the 
employers’ liability system for work in- 
juries caused the enactment of work- 
men’s compensation laws, state by state, 
until all states now have such laws. To 
make certain that the new workmen’s 
compensation system would accomplish 
its purpose, insurance in some form was 
required by nearly all such laws. The 
laws were not enacted to create a new 
kind of insurance but insurance was nec- 
essary to make the new system effective. 
Prevention of loss had already devel- 
oped into a very important part of pro- 
tection from property losses; for exam- 
ple, a modern factory often pays not 
over 5 per cent of what it would have 
paid a hundred years ago for fire insur- 
ance. Protection of property from fire 
losses is largely an engineering prob- 
lem, and fire prevention engineering has 
become a well-developed profession. 


Work Injuries 


Prevention of work injuries also devel- 
oped largely from an engineering ap- 
proach—guarding machines, designing 
safer machines, and creating safer proc- 
esses and work places. Loss prevention 
in workmen’s compensation has reduced 
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the fatality rate to one fatality per 10, 
000,000 man-hours, or a 50 per cent re- 
duction from 1938 to 1958. 

At this point, I want to emphasize 
that there is not the slightest doubt that 
such accomplishments reflect the dynam- 
ic effect of competition in a free enter- 
prise framework. Insurance organiza- 
tions unable to provide these loss pre- 
vention services simply have not  sur- 
vived. 

However, the engineering approach 
has not solved all the problems involved 
in preventing industrial injuries and dis- 
abilities. The services of medicine have 
become an important, and often the 
major, part of effective loss prevention. 
New processes, new products, and new 
materials presenting new health hazards 
have brought the doctor directly into 
the prevention program. Medical pro- 
grams in industry are having an increas- 
ingly important part in reducing worker 
disabilities, whether the work itself is the 
cause or whether more general health 
influences contribute to the disability. 
Some of the new hazards, such as pollu- 
tion of streams, pollution of the air, and 
dangers resulting from radioactive ma- 
terial and processes, extend beyond the 
plant premises and affect persons not 
employed in the plant. We are also con- 
cerned with the health hazards created 
by the use of some products of industry. 
must be 
with prevention of loss, is therefore in- 


Insurance, concerned as it 
creasingly dependent on medicine for 
prevention and control of disabilities. 
Because of its relationship to those in- 
sured, insurance makes an important 
contribution to disability control by as- 
sisting in the extension of preventive 
medicine methods. 

Not all disabilities are prevented, and 
so insurance has a very great concern 
with minimizing the seriousness of dis- 
abilities resulting from injuries which 
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have not been prevented. Helping make 
available effective medical and hospital 
care and assisting in the rehabilitation of 
the disabled and their return to produc- 
tive life are all-important in the control 
of disabilities. For these, insurance is de- 
pendent on medicine, but insurance can 
help greatly in making medical services 
and the results of medical research 
available to those who can benefit from 
them. 

What I have been discussing has been 
applicable primarily to work injuries 
and incidentally to certain public health 
hazards growing out of industry. 


Highway Injuries 


The problem of disability control is more 
difficult and challenging in automobile- 
caused injuries, which cause a far great- 
er human and economic loss than do in- 
dustrial injuries. Engineering methods 
are producing safer car designs, safer 
highways, and safer traffic laws. But au- 
tomobile accidents are primarily caused 
by drivers and more than half of our 
population are licensed drivers. Inten- 
sive law enforcement helps to control 
driving, but stricter enforcement can 
help even more. 

Medical science can, I believe, make 
a substantial contribution by creating 
methods for determining who is likely to 
be an unfit person to license and _per- 
haps by assisting normally fit drivers in 
developing sufficient self-control so that 
they will not attempt to drive when, for 
either 
physical or emotional, they cannot main- 


reasons of fatigue or illness, 
tain the alertness necessary to avoid ac- 
cidents. 

The recent organization of the insur- 
ance institute for highway safety by 
more than 500 insurers of automobiles 
gives promise of progress in all these 
areas. With an initial annual fund of 
$1,000,000, it is supporting a variety of 
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research and training programs in high- 
way safety. 

For those injured in industry, work- 
men’s compensation laws in a majority 
of states make the employer responsible 
for unlimited hospital and medical care 
and for the payment of cash benefits for 
substantial periods and, in some states, 
for life while the employee is unable to 
work because of a work injury. Thus, 
for industrial accidents, the doctor is 
assured that what care is helpful to the 
patient can be provided, the employer 
and employee want the most complete 
recovery in the shortest time possible, 
and rehabilitation services are growing 
in availability and effectiveness. The sit- 
uation of the victim in an automobile 
accident is quite different. While the 
doctor and the hospital care for the in- 
jured persons, there is no immediate 
certainty of who is responsible for the 
cost, and, because the amount of a ver- 
dict or settlement is influenced by the 
extent of disability at the time of settle- 
ment or verdict, there is not the same in- 
centive for prompt and adequate use of 
rehabilitation services as is true of work 
disabilities. 

Protection, by preventing automobile 
accidents and by minimizing through 
medical care and rehabilitation the ex- 
tent of disability of those injured, is as 
important in automobile accidents as in 
work accidents. To find a way to accom- 
plish these objectives is a challenge to in- 
surance leadership and in meeting this 
challenge the cooperation and assistance 
of medicine will be necessary. 


Health Insurance 


There is little question but that the most 
sensitive area in the insurance world, as 
far as pressures for change are con- 
cerned, is the health insurance area. It 
is today, not at some distant future date, 
that the question of the extent of federal 
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government intervention in the health 
insurance field is going to be settled. 

To appreciate the quite extraordinary 
progress that has been made, one must 
be aware of the really remarkable 
growth of accident and health insurance 
in the United States. For example, as 
recently as 1940, fewer than 10 per cent 
of the population had any ‘hospital in- 
surance, only 4 per cent had some surgi- 
cal .coverages, and slightly over 2 per 
cent had any form of nonsurgical insur- 
ance. By the end of 1958, the percent- 
ages were roughly 73, 67, and 46, re- 
spectively. No one can claim that in- 
surance has sidestepped the challenge. 

However, too many people can still 
suffer too harshly to allow us to be com- 
placent. We know that there is room for 
improvement and that the initiative for 
further experimentation and change is 
going to have to come from many quar- 
ters. It cannot come solely from insur- 
from medicine, 


labor. All of 
stake in the 


ance, nor government, 


industry, or these have a 


vital successful resolution 
of the health care question. The experts 
tell us that no matter what happens, it is 
unlikely that we are going to change 
radically the trend toward increasing 
medical costs, especially hospital costs. 
Nevertheless, all of us, and insurance 
in particular, have a responsibility to 
try to stimulate progress on the cost 
front. The economic issue is the princi- 
pal stimulus to most of the dissatisfac- 
tion and the resultant fervent discussion 
in the health field. 

There is little question that preventive 


medicine and restorative medicine are 
two of the most important sectors in 
which progress can be made in order to 
master the over-all social burden of dis- 
ability. As one familiar with what has 
been done in workmen’s compensation, 
I believe that there is an encouraging 
precedent for 


insurance initiative in 
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helping to bring loss prevention, pre- 
ventive medicine, and rehabilitative 
medicine into the accident and health in- 
surance picture. One of the lesser known 
yet characteristic aspects of modern in- 
surance is its role as a liaison between 
industry and medicine, as the sponsor ol 
preventive services that require special- 
itself. On a 
purely economic level, we have greatly 


ists outside of insurance 
reduced the cost of work injuries by 
eliminating the causes of injuries and 
by rehabilitating those who have been 
hurt. 

However, in the newer area of group 
sickness and accident insurance, the les- 
sons which were learned in control of 
injuries under workmen’s compensation 
seem somehow to have been lost, with 
the result that management interest in 
group accident and health has become 
centered in savings of fractions of a per 
cent in the insurance expense loadings 
of rates, rather than in the 90 or more 
percentage points involved in_ losses. 
This difference in thinking may perhaps 
be explained by the fact that workmen’s 
compensation developed in an orderly 
fashion through law, while group acci- 
dent and health insurance developed 
rather haphazardly through social, eco- 
nomic, and political pressures in an era 
of unprecedented prosperity. 

Yet the dollar paid by industry for 
loss due to sickness is no different than 
the dollar paid for loss due to work in- 
jury. The dollar has to be earned gen- 
erally out of a competitive price struc- 
ture placed upon the product. The effect 
of the dollar paid in loss for sickness 
has an even greater impact upon the 
competitive price structure of industry’s 
products, because all employers have 
not obligated themselves equally as to 
extent of coverage as is the case in work- 
men’s compensation where coverage is 
specified in law. 
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The 
health 
three to four times as much as work- 
men’s compensation and that inflation in 


that and 


programs 


fact group accident 


cost on the average 


cost of medical care is forcing costs up- 
ward month by month emphasizes the 
need for greater concern with loss pre- 
vention and loss control in group insur- 
ance. It has been stated that the reason 
for the relative indifference to loss 
under group insurance as compared to 
workmen’s compensation stems from the 
fact that often the employee pays part 
of the therefore, 
management has no right to interfere in 


cost, and, business 
causes or effects of loss. Actually, there 
is the same community interest between 
an employee and his employer when he 
is disabled, whether the cause be occu- 
pational or nonoccupational. The effect 
of loss of wages to the wage earner is 
different in the 
plight of his family. The loss of produc- 


not much economic 
tivity to management is the same. The 
loss in dollars, even when the employee 
pays part of the cost, is, in all but the un- 
usual cases, generally greater for man- 
agement than for a work injury, and the 
frequency is many times greater. 

Business management has sought and 
received outstanding cooperation of 
workmen in the adoption of safety pro- 
grams. Enthusiasm for safety has_be- 
come contagious, which has added to the 
welfare of the employee and the em- 
ployer. 

At present, none of us knows the most 
effective ways of developing loss control 
in health insurance. We did not know 
what to do about work injuries many 
years ago, but we have made great prog- 
ress. It is time to start on health. Some 
of us in the insurance industry, some 
people in business management, and 
some people in labor have been working 
toward our individually conceived ob- 
jectives to reduce loss and each group 
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has learned some facts. The field to be 
conquered is so large and so complex 
that any major accomplishments can be 
achieved only through the closest coop- 
eration of all three groups. 


Insurance and the Senior Citizen 


that insurance is on 


trial. Problems of older persons in se- 


It has been said 
curing medical care are being  scruti- 
nized to determine the effectiveness of 
private enterprise. People who devote 
their lives to helping other people in 
private and public social service agen- 
cies have long been active in bringing to 
the attention of the public the plight of 
the medically indigent. We in insurance 
are acutely conscious of these facts. We 
realize that disability is today the most 
unpredictable of potential family eco- 
nomic setbacks and that a serious dis- 
ability constitutes the biggest single re- 
maining threat to financial security. 

The insurance industry is working to 
plug the gaps in coverage. Protection is 
now being offered to people over 65. In- 
dividual policies are being offered which 
are guaranteed for life and others are 
paid up at age 65. Both management and 
labor are bringing about extensions of 
group insurance to include retired em- 
ployees. Experimental plans of insur- 
ance and of medical care are being set 
up in many areas. The experiment which 
Liberty Mutual conducted in 1949 to 
find a way to cover major illness has 
now become a standard product. Buyers 
of, this form of insurance have shown 
themselves to be willing to accept an ap- 
preciable degree of coinsurance involv- 
ing the principles that small bills will be 
handled by the policy holder and the 
big expenses will be borne by the in- 
surer. This form of insurance has had a 
phenomenal success. ‘The number of 
persons with major medical coverage in- 
creased 31 per cent from 1957 to 1958. 
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By the end of last year 16,375,000 peo- 
ple held this kind of protection. 

While all of this is good, there is still 
one major defect without which failure 
is almost certain. There must be empha- 
sis upon control of loss. The insurance 
industry cannot succeed by _ bringing 
pressure upon the medical profession to 
solve the economics of medical care. The 
medical profession cannot succeed by 
pressure upon the insurance industry to 
concern itself only with the dollars to 
pay medical care cost. The hospital costs 
cannot be solved by bringing pressure 
upon hospitals to avoid abuse. 

Everywhere in this country there are 
able business men and labor leaders 
serving on hospital boards. Medical men 
are serving in industry both as directors 
and as industrial physicians. All are ac- 
tive in their own communities with 
drives for funds to relieve the sufferings 
of the indigent. To this vast number of 
people we must get the message that the 
economics of medical care starts with 
prevention and ends with rehabilitation. 
Ihe economics of medical care is every- 


VASODILATION IN skeletal muscle is effected by intravenous administra- 
tion of nylidrine hydrochloride (Arlidin) without concomitant vaso- 
constriction in the skin. In 3 healthy subjects and 6 of 7 patients with 
nongangrenous occlusive arterial disease, exercise fifteen minutes after 
injection of the drug augmented the blood flow 112.6 per cent from the 
resting value, an increase of 47.5 per cent over the preinjection re- 
sponse. The only failure was in a patient with severe bilateral frost- 
bite. The vasodilator, and analogue of epinephrine, acts primarily on 
the vasculature of skeletal muscle and apparently enhances the ca- 
pacity of muscle vessels to respond to exercise. 


K. DE CRINIS, W. REDISCH, and j. M. STEELE: Vascular effects of nylidrine hydrochloride 
during exercise. Proc. Soc. Exper. Biol. & Med. 102: 29-31, 1959. 





body’s business. The employee in his 
home, the employer in his shop, the 
physician in his office, the administra- 
tor in the hospital, and the technician 
in his clinic or laboratory—all need to 
know that the best cure is prevention. 
There is today a great call for leader- 
ship in this positive program for health. 
We, as part of the insurance industry, 
are offering this symposium in the hope 
that it will stimulate many companies in 
the industry to join in bringing group 
insurance back into the fundamental 
role of all insurance—that is, to control 
loss. We hope that both labor and man- 
agement will be» persuaded to view 
group insurance once again in its posi- 
tive elements and work to bring about 
control of loss as the essential part of 
employee welfare. And, finally, we hope 
that the insurance industry, business 
management, labor, and the medical 
profession can join forces in developing 
a system of economics of medical care 
that can give those who become ill better 
care at a price our way of life can sup- 


port. 
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Scope, 
costs, and 
reduction 

of psychiatric 
disability 


ALBERT DEUTSCH 
WASHINGTON, D.C. 


Some facts and figures bearing on 
the extent and cost of psychiatric 
disability in the United States are 
presented. Attention is directed to 
disabilities superimposed on men- 
tal patients as a result of prolonged 
institutionalization. Reference is 
made to the encouraging movement 
to stress rehabilitation of psychi- 
atric disabilities, in contrast to the 
traditional cure-or-custody ap- 
proach. 


ALBERT DEUTSCH is an author and journalist 
and recognized authority in the field of 
mental illness. Recipient of the Lasker 
Award in 1949 “for public information 
leading to public action in the field of 
mental health,’ he was elected an hon- 
orary fellow of the American Psychiatric 
Association in 1958. 


GERIATRICS, JULY 1960 





Symposium: 
DISABILITY CONTROL V 


HH Let's start with some statistics, even 
though they tell only part of the story. 
They give no measure of the monumen- 
tal toll of human heartbreak, personal 
misery and family breakup, social dislo- 
cation, and mass deprivation of civil lib- 
erties with the virtual incarceration of 
many thousands of citizens for the crime 
of being sick. The statistics tell nothing 
of the social neglect and callous indiffer- 
ence that permit the crowding of tens 
of thousands of innocents in places and 
under conditions that cause many to get 
worse instead of better, cut off from ac- 
cess to known therapeutic technics and 
rehabilitative measures that could re- 
store them to their families and to use- 
ful membership in the normal commu- 
nity. But even the bare figures are 
enough to indicate why mental illness is 
widely considered the nation’s number 
one health problem. 

According to provisional — statistics 
recently released by the Biometrics 
Branch of the National Institute of Men- 
tal Health, 1,430,000 mentally ill, men- 
tally defective, and epileptic patients 
were hospitalized in 1,246 American in- 
stitutions during the fiscal year 1957. At 
the end of that year, 787,000 patients 
were in actual residence in mental in- 


stitutions. Of these, some 621,000 were 
in mental hospitals, 7,500 in psychiatric 
wards of general hospitals, and 158,000 
in institutions for the mentally defective 
and epileptic. The vast majority, about 





543 








98 per cent, were in public institutions, 
mostly in state hospitals. Mental patients 
occupy about 55 per cent of all hospital 
beds in the United States. Nationwide, 
about | in every 300 Americans is now 
in a public mental institution. In Massa- 
chusetts, it is about | in every 210 and, 
in New York State, | in every 170. If the 
present rate continues, it is estimated 
that every tenth child now attending our 
elementary schools is fated to spend 
some time as a patient in a mental hos- 
pital. 

These are the institutional statistics. 
They don’t take into account the hun- 
dreds of thousands of men, women, and 
children receiving psychiatric treatment 
on an outpatient basis or the millions 
more whose emotional instability is seri- 
ous enough to require such treatment, 
but who aren’t getting it. 


Economic Cost 


What does it all cost us? In sheer eco- 
nomic terms, the toll is astronomic. The 
Joint Commission on Mental Illness and 
Health, headquartered in this area, re- 
cently wound up a three-year national 
survey of the field, financed mainly by a 
special Congressional grant of $1,250,- 
000 and directed by Prof. Jack Ewalt. 
The second of the projected 10 reports 
resulting from this survey was published 
last year under the title, Economics of 
Mental Illness, 
known economist, Dr. 


written by the well- 
Rashi Fein. In 
this report, the most comprehensive of 
its kind to be published, Dr. Fein esti- 
that the total 
mental 


mates annual economic 


costs of illness, direct and in- 
direct, amount to more than $3 billion. 

The minimum direct expenditures— 
that is, actual payments for care and 
treatment from private and public 
sources, plus outlays for mental health 
research—are reckoned at more than 
$1,700,000 a year. This figure does not 
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include payments to general practition- 
ers or nonpsychiatric specialists treating 
patients with mental illness, estimated to 
range anywhere from $250 million to 
$1,200 million annually. Indirect costs 
of mental illness, calculated in terms of 
loss of production, current income, and 
future earnings, total at least $700 mil- 
lion. Over-all, Dr. Fein concludes, “the 
total direct and indirect costs of mental 
illness in the United States may be safe- 
ly assumed to be in excess of three bil- 
lion dollars a year.” 


Cost to Industry 


The impact of mental illness on Ameri- 
can industry is considerable. For exam- 
ple, there is the calculation made by Dr. 
Fein, on the basis of mental hospital 
statistics for 1954, that persons listed as 
that 
labor-force 


would lose 
in their re- 


first admissions 
556,000 
maining lifetime, a loss equal to a pres- 


year 
years 


ent value of about $800 million. A sur- 
vey report published by the Research 
Council for Economic Security in 1957 
indicates that mental disorders account- 
ed for 4 per cent of industrial work time 
lost through prolonged absenteeism 
(one week or more absence). Other re- 
cent studies here and in England esti- 
mate that psychiatric ailments are sec- 
ond only to illness of the upper respira- 
tory tract as a cause of industrial ab- 
senteeism. 


Treatment as Economic Measure 


Deliberately eschewing human values 
and tackling the problem from a purely 
economic viewpoint, Dr. Fein suggests 
that the monumental total costs could be 
reduced by increasing direct expendi- 
tures to provide better treatment to 
more patients more promptly and that, 
in the long run, appreciable savings in 
direct costs could thereby result. In fact, 
the challenging 


the economist poses 
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question: “How can society afford not 
to spend on mental illness and health? 
We can do nothing; we can do much,” 
he adds. “Our value system will decide 
which course we choose. The economic 
data raise the question whether we dare 
do nothing.” 

That we are not doing nearly enough 
has been revealed in heartbreaking de- 
tail over the years by local, state, and 
national studies demonstrating that 
many tens of thousands of our fellow 
citizens are being denied the benefits of 
modern psychiatric knowledge and skills 
because of obstructions resulting from 
blind ignorance and prejudice, commu- 
nity niggardliness, and traditional com- 
placence. While public awareness of the 
problem, coupled with social action, 
have improved somewhat in recent 
years, we still tend to turn an indiffer- 
ent ear to the concerned experts. For 
example, they have been warning us for 
decades of the terrible shortages in pro- 
fessional mental health manpower, 
which prevents so many mental institu- 
tions from rising above the status of 
custodial asylums to true therapeutic 
hospitals. In a recent report, Mental 
Health Manpower Trends—also pub- 
lished under the aegis of Dr. Ewalt’s 
Joint Commission—Dr. George W. 
Albee spells out these grave shortages 
in painfully shocking detail. Yet, so little 
is being done to attract and train more 
professionals that Dr. Albee reveals that 
mental health manpower shortages are 
growing worse instead of better in pro- 
portion to the growth in the national 
population. Indeed, he ends his report 
with these disturbing words: 

“We must conclude this survey with 
the prediction that our country will con- 
tinue to be faced with serious personnel 
shortages in all fields related to mental 
illness and mental health for many years 
to come. Barring the possibility of a 
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massive national effort in all areas of 
education, with all the social changes 
such an effort would imply, or the pos- 
sibility of a sharp breakthrough in men- 
tal health research, the prospects are 
pessimistic for significant improvements 
in the quantity or quality of profession- 
al services in these fields.” 


Breakthrough Not Imminent 


There has been much talk recently of 
the imminence, if not the actual occur- 
rence, of such a breakthrough in the 
psychiatric field. Most of this optimism 
was generated by the advent of the 
mood-changing drugs—tranquilizers for 
calming disturbed patients without un- 
duly narcotizing them and energizers for 
the opposite effect, that is, activating 
depressed and listless patients. Some en- 
thusiasts have gone overboard with pro- 
nouncements that our mental hospitals 
soon will be emptied of patients by these 
“miracle pills.” It is indeed a fact that 
the development of tranquilizing drugs 
and, to a lesser extent, energizers, has 
dramatically transformed many of the 
wards for the disturbed and depressed. 
They have, along with the introduction 
and spread of the “therapeutic commu- 
nity” and the open-ward policy, played 
a vital role in the reduction of the total 
state hospital population for three suc- 
cessive years, 1955 to 1958. But this re- 
duction, significant though it be in view 
of an increase in the general population, 
is of most modest dimensions—less than 
1 per cent last year—and_ represents 
more of a dent than a breakthrough. 

The Great Breakthrough against men- 
tal illness is not yet..The sober realist 
who observes the current mental health 
scene cannot see any specific sign of its 
imminence but is justified in a cautious 
optimism by varied developments on the 
research and therapeutic fronts. It hap- 
pens that, for the past two years, I have 
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been making a journalistic survey of 
American centers of mental health re- 
search, with the aim of writing a book 
on the subject, and I have seen much 
that is heartening. It is inevitable that 
the accumulation of new 
modest in themselves, shall some day 


discoveries, 


explode in the anticipated Great Break- 
through, and it is quite probable that 
the central spark that sets it off will re- 
sult from a combination of fissionable 
materials produced in different labora- 


tones and clinics. 
Inadequaie Use of Facilities 


Meanwhile, increased attention is being 
concentrated on the inedequate use, and 
often dismal abuse, of our short supply 
of mental health manpower and _facili- 
ties. From Great Britain, in recent years, 
has come a steady stream of reports 
that 
the British are far ahead of us in meet- 


demonstrating most impressively 
ing the many-sided problem of mental 
illness. They have been developing, on a 
remariably successful and swiftly ex- 
panding basis, combinations of mental 
hospital procedures and community 
mental health networks that significant- 
ly check tie flow of patients to institu- 
afford 
speedier returns to home of those who 
Dr. 
Duncan Macmillan, head of the Mapper- 


tions and more numerous and 


have to be hospitalized. In 1957, 


ly Hospital in Nottingham, England—a 
rough analogiie to our state hospitals— 
reported that of 1,100 patients admitted 
to his hospital in 1954, only 11 were still 
there. No public mental hospital in 
America could come anywhere near ap- 
proaching that record. 


Some o! 


our mental hospitals have 
begun to emulate the demonstrably suc- 
cessful measures developed by the Brit- 
ish, but these advances are scattered and 
and ave 


isolated not being pressed as 


fast and as far as they could and should 
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be. The result is preventable suffering 
on a mass scale; the human and econom- 
ic costs continue to be enormous. In a 
society that boasts of its concern for the 
individual in need, this neglect of known 
correctives is an intolerable disgrace. 


New Concept of Mental Disease 


One of the most heartening trends in 
recent years is the drastic modification of 
the traditional concept of serious mental 
ilisease (psychosis) as an all-or-nothing, 
black-and-white phenomenon. We have 
been used to putting away our “insane” 
to mental hospitals, there to be cured or 
else kept forever. More and more, the 
mental patient is being recognized as a 
psychologically disabled individual who 
can be rehabilitated in the community, 
in most cases, and not as one who invar- 
iably has to be ticketed to a special hos- 
pital or made 100 per cent mentally well 
to function in society. With increasing 
stress on reducing disability to a func- 
tioning level rather than exclusive em- 
phasis on cure of a specific disease en- 
tity, rehabilitative activities in hospital 
and community are being pushed zeal- 
ously. Community alternatives to the 
mental hospital—psychiatric wards in 
general hospitals, day and night hospi- 
tals, halfway houses, sheltered work- 
shops, community clinics, and greater 
utilization of family agencies—are on 
the increase. What Howard Rusk, Henry 
Kessler, and other zealous pioneers have 
done and are doing for the physically 
disabled, so ably described in Scott 
Allan’s book on rehabilitation, can and 
will be done for the psychologically dis- 
abled. 


Hospitalization and Disability 


Increasing attention is being focused on 
a problem of utmost gravity: how much 
disability does prolonged hospitalization 
add to that, arising from the intrinsic 


GERIATRICS, JULY 1960 








illness, which the psychiatric patient has 
with him when he enters the hospital 
portals? One of our foremost mental 
hospital administrators, Dr. Robert C. 
Hunt, superintendent of the Hudson 
River State Hospital in Poughkeepsie, 
New York, summed it up in a remark- 
able paper presented in 1957 at a Mil- 
bank Memorial Fund meeting. He re- 
ferred to such disabling factors as the 
repressive and rejecting attitudes toward 
the seriously mentally ill and the proce- 
dures arising from them, as well as the 
pessimistic and custodial atmospheres 
that still prevail in most of our mental 
institutions notwithstanding recent prog- 
ress. He wound up with this set of prop- 
ositions: 

1. ‘The enormous disability associated 
with mental illness is, to a large extent, 
superimposed, preventable, and_ treat- 
able. 

2. Disability is superimposed by re- 
jection mechanisms stemming from cul- 
tural attitudes. 


‘J 


3. Hospitalization as such is an im- 
portant cause of disability. 

4. The best of treatment-minded state 
hospitals perform a disabling custodial 
function. 

5. The custodial culture within a state 
hospital is largely created by public 
pressure for security. 

6. Some of the 


treatment functions 


and most of the custodial functions 
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should be returned to the community. 
7. This can be accomplished by a 
change in public attitudes and concepts 
of responsibility. 
8. Public cannot be ex- 
pected to change until hospitals demon- 


attitudes 


strate the value and safety of communi- 
ty care by becoming open hospitals. 

Dr. Hunt, incidentally, gave up his 
post as deputy commissioner of the New 
York State Mental Hygiene Dept. to be- 
come superintendent of the Hudson 
River State Hospital, which he con- 
verted into one of the nation’s first open 
state hospitals. With Milbank Fund back- 
ing, he is now developing a network of 
mental health 
that may become an outstanding model 


activities in his district 
of hospital-community relations. 

We, the general citizenry and mem- 
bers the professions alike, participate in 
a monstrous piece of criminal irrespon- 
sibility when, instead of succoring the 
mentally disabled, we add to their dis- 
abilities by imposing attitudes and pro- 
cedures now known to be harmful and 
preventable. This is not ignoring the 
fact that most of our mental hospitals 
are discharging patients in increasing 
proportions. It calls attention to the 
overlooked fact that, in far too many 
cases, disability is being added to dis- 
ability by avoidable measures often im- 
posed by coercion on the helpless vic- 
tims. Something can be done about it 
and must be done. 
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Summary 

of panel session 
on cardiovascular 
disability 


PAUL DUDLEY WHITE, M.D. 
BOSTON 


The legal, psychologic, medical, and 
surgical aspects of cardiac disability 
are considered. Notwithstanding 
the vast strides that have been made 
in the treatment of heart disease as 
a result of improved medical and 
surgical iechnics, many problems 
remain unsolved. Only by contin- 
ued research in this field can these 
problems be solved. 


PAUL DUDLEY WHITE is a specialist in car 
diovascular disease with offices in Boston. 
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Symposium: 
DISABILITY CONTROL VI 


HE Legal responsibility. Cardiovascular 
disability is equally a legal as well as a 
medical problem in this country today. 
Much too little was said about the legal 
aspects by the panel, although it was 
referred to by two or three of us. We 
have swung in our current attitude and 
practice from the stoic philosophy of the 
Greeks, as exemplified by Plato’s dia- 
logues, to the soft and muddleheaded 
blame of hard work for many of our ills 
today. A middle road must be found be- 
tween these two extremes. At the present 
time, some of us believe that the Greek 
attitude supported by the marvellous ad- 
vances of medical and surgical therapy 
and preventive medicine is far prefer- 
able. A solution to this medicolegal 
difficulty is being sought now by various 
groups of investigators in this country. 
One of the most experienced of these 
groups is the so-called Committee on the 
Effect of Strain and Trauma on the 
Heart (and Blood Vessels) of the Amer- 
ican Heart Association, which has stim- 
ulated two researches now in progress. 
One is called “medical-pathological,” 
consisting of investigation of the rela- 
tionship of heart attacks and_ heart 
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failure and sudden death to industrial 
activities of one kind or another, and 
the other is a legal research by law 
professors into the present court cus- 
toms of the day. We hope that within 
the next two years, this committee, with 
the both 
gators, may be able to make a statement 
that 
course for all of us—doctors, lawyers, 


advice of groups of investi- 


will best summarize the wisest 
industrial physicians, and the public at 
large—to pursue. 


Whether 
suggested by 


will 
the panel, through the 
development of a different kind of 
health the Workmen’s 
Compensation, which must be replaced 
the 
through more adequate development of 
the so-called second injury law or by a 


the solution come, as 


insurance from 


sO! far as heart is concerned, or 


strong advisory medical group to judge 
cases before they go to court or by some 
other device, we cannot yet say. 

Leaving the legal aspects with too 
little said, let me now summarize the 
panel’s medical discussion. 

Psychologic disability. This problem 
involves not only the cardiovascular pa- 
tient and his family but the doctors, the 
lawyers, and the community itself. Al- 
though Dr. Binger will undoubtedly 
discuss this in more detail, it did con- 
sume at least half of the cardiovascular 
panelists’ time. Thus, its importance is 
obvious to all. In fact, it was obvious a 
good many years ago, as I stated in my 
opening remarks. 

Let me quote again the first few sen- 
tences of a paper entitled ““The Problem 
of Heart Disease in the Industrial 
Worker,” which I presented thirty-eight 
years the Health Service 
Section of the tenth annual meeting of 
the National Safety Council in Boston. 


ago before 


“Heart disease and industry are not 
incompatible. An individual may be 
productive even while bedridden with 


GERIATRICS, JULY 1960 


heart trouble a large part of the time. 
The active trained mind of a cardiac 
cripple may be more valuable in indus- 
trial progress than a body in perfect 
health controlled by a dull intellect. In 
general, we have been inclined to shelter 
too much our young patients with heart 
disease (one may readily leave out the 
word ‘young’ nowadays because more of 
our patients are older). They can usu- 
ally do more than we have permitted.” 

When this was written, our major 
problem in heart disease was that of the 
rheumatic type involving children and 
young adults, some of whom needed to 
be especially trained so that they would 
not have to face the most strenuous phys- 
ical activity in their life’s work. AI- 
though the problem of rheumatic heart 
disease is still with us and will be for a 
good many years to come, it is lessening 
steadily and in its place and far exceed- 
ing it in importance and frequency is 
that of coronary heart disease due to 
atherosclerosis, a disease of the inner 
lining of the artery walls responsible now 
for about three-eights of all the deaths 
in this country today, far exceeding all 
other causes. Thus, much of the so-called 
heart disease of today is really second- 
ary to arterial disease of this type. 

This particular disease, called athero- 
sclerosis, starts in early adult life with 
the laying down of a kind of rust in and 
on the intima, that is, the inner lining of 
the arteries supplying the heart muscle, 
the brain, the legs, and the viscera with 
blood which, from the early 20’s, slowly 
piles up until the blood supply is much 
diminished through a decrease in the 
caliber of the vessels. Finally, the blood 
supply is so much diminished that symp- 
toms appear, for example, angina pec- 
toris, the important heart pain; or cor- 
thrombosis, the heart 
the little stroke due to defi- 
the 


onary so-called 
attack; or 
ciency of 


blood to brain; or leg 
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aching on walking due to lack of blood 
supply to the legs; or, in some cases, 


high blood pressure due to blocking of 
the arteries to the kidneys. This process 
is one and the same. It does not appear 
suddenly. When a clot or thrombus 
occurs, then sudden symptoms may 
arise or even sudden death may occur. 
It is, of the final 


event, but it is based on many years of 


course, sudden as 


doubt 
whether work has anything to do with it. 


accumulation and most of us 
We are studying possible factors very 
intensely now, and, before many years 
go by, we will have some important 
answers. Most of the studies indicate so 
far that heredity, overnutrition with the 
typically American rich fat diet, and, 
possibly the effect of other factors, such 
as lack of exercise, stress, and tobacco, 
may be responsible but certainly not 
ordinary mental or physical work even 
if it is quite hard. Of course, we think 
that a person working hard physically 
should and a 
person who is working hard mentally 


have mental relaxation, 
should have physical exercise. This is 
just common sense, but it may actually 
be important in the over-all health pic- 
ture. Incidentally, we believe that work 
is necessary for health. 

As has just been said, there are 
different kinds of dis- 


ease, and it is very important to distin- 


cardiovascular 


guish between them from the standpoint 
of cardiovascular disability. Of course, 
one must also recognize that all grades 
of severity accompany any one kind of 
heart and _ that 
person kinds of heart 


disease sometimes one 


has several dis- 
ease. For example, high blood pressure 
heart trouble and coronary heart disease 
may be combined, which brings me to 
the next point that, although we have 
general rules about disability and_re- 
habilitation, every case must be consid- 
ered individually. 
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Medical therapy. Having thus taken 
up too briefly the legal aspects of dis- 
ability and the psychologic problem, 
which was evidently a deep concern of all 
the panelists, I would like to turn now to 
two other aspects of disability control 
and rehabilitation, the first of which is 
medical therapy itself. Many laymen, | 
think, and even some of the younger 
doctors are unaware of the tremendous 
improvement in the last generation in 
the medical treatment as well as in the 
prevention of certain diseases which 
affect the heart. Through better use of 
old drugs and introduction of new ones 
and through the improvements of the 
application of diets of one kind or 
another, such as the low sodium intake 
for high blood pressure and congestive 
heart the low fat diet for 
individuals with high serum cholesterol 
content this 
and 


failure and 


disease of 
through 


and serious 


atherosclerosis, common 
utilization of 


work itself in cardiovascular treatment 


sense measures, such as 
and the use of taxicabs for transportation 
to and from work for those cardiac in- 
valids who otherwise would be housed in 
a miserable way at home, we have made 
it possible not only to prolong the lives 
of many of our cardiovascular patients 
but, in the made them 


much healthier and able to work. Every 


process, have 


day, vital researches are in progress, 


especially in this country, to improve 
the and 


treatment, and the future is going to be 


methods of early diagnosis 
brighter for our cardiovascular patients 
on this score alone than it has been in the 
past. 


the 
marvellous treatment and rehabilitation 


Surgery. Finally, we come to 


produced by our cardiovascular sur- 


geons. People have no idea of the 
change that has come from their tech- 
nics to literally hundreds of thousands 


of patients throughout the world who 
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use to live much shorter lives and who 
were crippled for years before death. 
There is still much to do in this field 
too, but we hope that eventually it will 
be unnecessary for the surgeons to 
operate on so many persons who have 
been crippled by diseases of the heart 
and blood vessels. 

Research. 1 now come to my very last 
point, namely, that of the vital need of 
research and its ample support which 
requires more than the allocation of a 
few thousand dollars here and _ there. 
We have got to think, as fortunately we 
are doing now, in terms of many mil- 
lions for medical research in the car- 
diovascular field alone. The annual bud- 
get of the American Heart Association 
has increased from a sum of $2,500 a 
year, when I was its first treasurer 
thirty-five years ago, to about $25,000,- 
000, a large part of which is used for 
research. ‘The National Heart Institute 
of the United States Public Health Ser- 
vice has increased its support of cardio- 
vascular research throughout the United 
States from a few hundred thousand a 
year before the passage of the National 
Heart Act in 1948 to about $60,000,000 
today. These sums for research must be 
kept up in order to reduce the need of 
such panels as this in the future. 

When I am asked by various people 
how best they can protect themselves 
and their children, especially their sons 


aged 25 who are marked for serious 
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coronary or cerebral atherosclerosis, my 
answer is easy—“Support in full the 
important medical research now in prog- 
ress.” This support must come from 
private sources, especially the American 
Heart Association, as well as from 
public sources, such as the Bureau of the 
Budget and Congress for the National 
Heart Institute. 

Before I stop, let me add a comment 
that is well known—neither the doctors 
nor lawyers always agree with each 
other in many of these problems of 
cardiovascular disability, but they are 
coming closer. An example of disagree- 
ment may be illustrated by one of the 
questions asked at the panel session 
which I turned over to Dr. Levine. The 
question was: “Following complete re- 
covery from a heart attack, may a pa- 
tient be returned to his job driving a 
public vehicle, a bus, or a_ taxicab?” 
Dr. Levine said that he was going to say 
“Yes, in selected cases.” Dr. Gertler 
and I were of the opinion that the an- 
swer should be ‘No.’ When I con- 
tinued the question to include airplanes, 
Dr. Levine said ““No” to that one. There 
are some difficult problems that still re- 
main, and much time is needed to solve 
all of them, but we are getting closer. 

My last remark is a quotation from 
Shakespeare which I have used a num- 
ber of times before: “Our remedies oft 
in ourselves do lie which we ascribe to 
heaven.” 











CURRENT COMMENT 





Clinical use of diuretics 


Mi Two important books on diuretic 
therapy have recently been issued by 
Charles C Thomas, the distinguished 
medical publisher of Springfield, IIli- 
nois. These are The Physiological Basis 
of Diuretic Therapy by R. F. Pitts, pro- 
fessor of physiology at Cornell Medical 
School and president of the American 
Physiological Society, and The Pharma- 
cology and Clinical Use of Diuretics by 
Carroll Handley of Baylor Medical Col- 
lege, Houston, and John Moyer, profes- 
sor of medicine at Hahnemann Medical 
College, Philadelphia. These two books 
provide the best review of our present 
knowledge of effective diuretic therapy. 

Doctor Pitts’ volume is organized in 
two parts. The first deals with the vol- 
ume, composition, and mechanisms of 
homeostasis of body fluids and abnor- 
malities in edema, and the second deals 
with mechanisms of action in the thera- 
peutic use of diuretics. The first part 
considers body-water compartments, 
ionic composition of body fluids, vascu- 
lar and interstitial interchanges with 
edema, mechanisms of renal filtration, 
reabsorption and excretion of ions and 
water, regulation of volume and osmo- 
lar concentration of extracellular fluid, 
and renal factors in edema formation. 
The second part considers colloids as 
diuretics; digitalis glycosides; acidify- 
ing agents, such as cation-exchange res- 
ins and ammonium chloride; steroid 
and antisteroid therapy; water in diuret- 
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ic therapy; osmotic diuresis; xanthine 
and aminouracil diuretics; mercurial di- 
uretics; sulfonamyl diuretics, potassium 
salts; and hyponatremia and potassium 
deficiency. 

The book is well organized. It contains 
clear references and many excellent il- 
lustrations. Furthermore, it is. indexed 
in great detail. The result of this effort 
is an extremely useful volume. 

The contribution by Handley and 
Moyer is less detailed but is as clearly 
and skillfully organized. It deals with 
renal regulation and electrolyte excre- 
tion, possible mechanisms of electrolyte 
and water retention in diseases amena- 
ble to diuretic therapy, clinical bioassay 
and potency estimation of diuretics, and 
pharmacology and clinical use of mer- 
curial diuretics, carbonic anhydrase in- 
hibitors, chlorothiazide, xanthine and 
isocytosine diuretics, triazines, acid- 
forming agents, and valeramide and ster- 
oid diuretics. There is a summary of the 
clinical use of diuretics in various spe- 
cific disease entities, such as congestive 
heart failure, premenstrual edema, ede- 
ma of pregnancy, nephrotic syndrome, 
hepatic disease, and iatrogenic steroid 
edema. There are many excellent refer- 
ences and a first-class index. Here again 
is an extremely practical clinical volume. 

These two books complement each 
other. One emphasizes the physiologic 
basis of diuretic therapy, while the sec- 
ond gives essential pharmacologic data 
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that indicate the effective clinical use of 
specific diuretic agents. 

Diuretic therapy is becoming increas- 
ingly significant in geriatric practice. It 
is important for all those who may be 
handling older people to recognize that 
urinary difficulties in older people are 
becoming increasingly capable of effec- 
tive management. Whenever there is any 
indication of water retention, edema, or 
cardiac complications that lead to edem- 


Some ideas on the care of 


& In the Transactions of the New York 
Academy of Sciences, for March 1959, 
there is an article by Marion Palfi, of 
The New School for Social Research in 
New York City. She says that after studv- 
ing many elderly people she saw on the 
streets, she was impressed with the fact 
that so many of them looked sad, un- 
happy, and dissatisfied. She was im- 
pressed, also, when she went into homes 
for the aged, or nursing homes, with a 
group of people who planned to enter- 
tain the aged. These visitors, in a com- 
parable age group with the old folks, 
looked young in spirit and full of life, 
while the people in the home looked old 
and were apparently waiting for death. 

Miss Palfi says that today it is easy for 
a person who is old and a little peculiar 
and poor to be stuck away in a mental 
institution. In 1958 about half of the 
patients in the Manhattan State, and the 
Brooklyn State hospitals were just old 
people. These are left there because the 
attendants do not know much of anything 
to do for them. The attendants concen- 
trate their attention on the younger per- 
sons who might be fixed up and sent 
home. Miss Palfi says, also, that “It is a 
well-known fact that older people com- 
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atous conditions, diuretics are indicated. 
These two volumes provide the essential 
information for the successful use of the 
many types of diuretic agents that are 
now available. These new books are 
highly recommended for the ready ref- 
erence of all who may be concerned 
with the need for diuretics in geriatric 
practice. 
CHAUNCEY D. LEAKE 
The Ohio State University, Columbus 


the aged 


mitted to a mental hospital die soon 
after admittance.” 

In some places there is a program 
called “boarding home’—a kind of fos- 
ter-care program for older people. This 
program creates for a lonely old person 
a family atmosphere, and a sense of be- 
longing. “Today it is generally agreed 
by social workers that homes for the aged 
have outlived their usefulness as such, 
and that they must gradually evolve into 
nursing homes and hospitals.” 

Miss Palfi insists that even the oldest 
of the old people can learn new things 
if they care to try. She has known peo- 
ple as old as 100 years who learned to 
read and write. Some in their 90s learned 
to speak English; some in their 80s and 
90s took courses in philosophy. Natural- 
ly, the mental health of the old person 
is all-important in such ventures into 
education. If the man is a vital and men- 
tally healthy human being, he is likely 
to remain so as he grows old. One wom- 
an of 80, when asked if she, with her 
husband dead, was ever lonely, replied, 
“IT am never lonely; I have so much here. 
I read a lot and think a lot. I see my 
family and friends constantly.” 

WALTER C. ALVAREZ, M.D. 
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Home care of arthritis 


M@ Dr. John H. Bland, of the Depart- 
ment of Medicine at the University of 
Vermont, has written an interesting and 
important little volume on Arthritis: 
Medical Treatment and Home Care, 
which was published in 1959 by the 
Macmillan Company. This book is use- 
ful not only for physicians but for pa- 
tients who may have arthritis or for in- 
dividuals who may be responsible for 
the home care of arthritic patients. 

The main purpose of the book is to 
tell step by step which exercises may be 
used to relieve arthritic pains. These are 
illustrated by George Daly, a_ well- 
known book illustrator, and are quite 
detailed and clear. The history of arthri- 
tis is discussed, and there is a section on 
fraudulent claims for various ways that 
are said to “cure” arthritis. There is a 
list of clinics which specialize in treat- 
ing arthritis, and there is a comprehen- 
sive program outlined for home care. 

Dr. Bland states with regard to arthri- 
tis that “Cure in the sense of complete 


elimination of the disease is not avail- 
able, but effective, preventive, restora- 
tive treatment is here now.” He indicates 
that regular exercise is the ultimate re- 
sponsibility of patients themselves. 
Working under the supervision of fami- 
ly physicians, patients can carry out 
therapeutic treatments at home, with re- 
sulting relief of pain and discomfort. 
The book makes no exaggerated claims. 
It is written on the basis of helping pa- 
tients to help themselves. By using this 
volume, physicians may save time in ex- 
plaining specific exercises, while patients 
may master the required exercises easily 
and with assurance. 

With the increasing incidence of ar- 
thritis, particularly among older people, 
a volume such as this prepared by Dr. 
Bland is welcome. It may aid greatly in 
providing older arthritic patients with 
something specific to do for themselves 
and thus aid in making their home care 
more satisfying and more effective. 

CHAUNCEY D. LEAKE 
The Ohio State University, Columbus 


Old people may neglect danger signals 


HB We just received a letter from a man 
of 80, who says that he and his wife are 
living on small social security payments 
and, hence, he has no money with which 
to pay a physician. For six months, he 
has been bleeding from his rectum with- 
out doing anything about it. Now he is 
beginning to get pain in his pelvis, some 
trouble in moving his bowels, and some 
loss of weight. He probably has a carci- 
noma of the sigmoid colon which has 
already metastasized. Usually, when a 
man is losing weight and strength, it is 
too late to remove all of a carcinoma. 
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Obviously, one of the big problems 
for the future is how to arrange for the 
medical care of old couples who can just 
get by if they stay well but who face dis- 
aster: when one of them breaks a hip o1 
gets a stroke or disabling arthritis. For- 
tunately, in some states, the medical so- 
cieties are now trying to arrange for 
lower fees for the aged, so that a man 
like my correspondent can dare consult a 
physician. Also, special forms of insur- 
ance are being designed to help these 
old people. 

WALTER GC. ALVAREZ, M.D. 
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CME-2064 


The physician listens to a tense, nervous 
patient discuss her emotional problems. To 
help her, he prescribes Meprospan (400 mg.), 
the only continuous-release form of mepro- 
bamate. 








She stays calm while on Meprospan, even 
under the pressure of busy, crowded super- 
market shopping. And she is not likely to 
experience any autonomic side reactions, 
sleepiness or other discomfort. 











CME-2064 





Relaxed, alert, attentive...she is able to 
listen carefully to P.T.A. proposals. For 
Meprospan does not affect either her mental 
or her physical efficiency. 






er ia 


The patient takes one Meprospan-400 capsule 
at breakfast. She has been suffering from 
recurring states of anxiety which have no 
organic etiology. 









She takes another capsule of Meprospan-400 
with her evening meal. She has enjoyed sus- 
tained tranquilization all day—and has had no 
between-doseletdowns. Nowshecan enjoy sus- 
tained tranquilization all through the night. 





BES 


Peacefully asleep . . . she rests, undisturbed 

by nervousness or tension. (Literature 
on Meprospan is available from Wallace 
Laboratories, Cranbury, N. J.) 
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Effective orally 

Musculotropic!—acts directly onthe 
arterial wall to increase blood flow 
Indicated in both occlusive and 


vasospastic disorders 
Increases walking tolerance 
Relieves pain in extremities 
Promotes healing of leg ulcers 
Restores color and warmth to 
extremities 


Literature and professional samples avail- 
able on request. 


ie Py eg on Drugs, New and > aiagaeae Drugs, 
J.A.M.A. 170:1670 (Aug. 1) 195 


* Trademark 


IVES IVES-CAMERON COMPANY 
* New York 16, N.Y. 


CASE HISTORY’ 


White male, age 57. Ischemic ulcers 
rovaMeolaselii mel ave MX-Tero) aio Mh ol-Moh me (3am ole) Fi 
arteriosclerotic heart disease with con- 
gestive failure, and pneumonitis. Gen- 
eral condition improved with bed rest, 
oli macssin(eilelammmel(elicolitmelate Mella ila 
No improvement of ulcers despite 
conventional peripheral vasodilators. 
Amputation of foot was contemplated. 























With CYCLOSPASMOL, 200 mg. q.i.d., 
marked improvement in ulcer crater 
aLaMel o) oX-Xel cela Mol mei cela UCohilelamirsie—) 
within 3 weeks. No effect on toe, 
which was amputated. Continued ther- 
apy with CYCLOSPASMOL (and prophy- 
lactic antibiotic dressings) produced 
smooth healing. 


tReport and photographs courtesy 
ILM. Alpher, M.D., Washington, D.C. 


Healed ulcer area 18 months after initiation of therapy. 








the indication: prostatitis 





the incidence: “amazingly high’—Inflammations 
of the prostate gland... occur with an amazingly 

high incidence in general practice.” 

the inference: probably “the most common 
chronic infection in men over 40 years of age.” 











the ideal: 
“by far the most 
effective drug” 





Furadantin 


brand of nitrofurantoin 


“... by far the most effective drug to be employed, and this has been 
substantiated in practice. It is a drug of low toxicity and, what is 

more important, bacteria rarely if ever become resistant to it. 

It can be employed for long periods of time, is bactericidal and does 
not favor the appearance of monilial infections.” 

In acute prostatitis: “ Antibacterial medication, preferably FURADANTIN 


(Eaton) 100 mg. 4 times daily is indicated . . .’”* 


In chronic prostatitis: “From clinical observation we have found that 
more cases of chronic prostatitis respond to FURADANTIN than to any 


other anti-infection agent.’ 


In benign prostatic hypertrophy (to prevent or treat concomitant 
infection): “Nitrofurantoin [FURANDANTIN] may be used for protracted 
periods for the suppression of infection in the urinary tract, even in 

the presence of probable obstruction . . . it may provide prolonged relief 
from symptoms and permit better selection of the proper time for 
surgical or manipulative procedures.”’® 

Postoperatively in prostatic surgery: “In conjunction with routine 


postoperative care, FURADANTIN is frequently used.’’7 


Furapantin dosage in prostatitis: Acute cases—100 mg. tablet q.i.d. 

with meals and with food or milk on retiring until cured. Chronic cases— 
100 mg. tablet q.i.d. for 10 to 14 days; depending on response, dosage 
may then be reduced to 100 or 200 mg. daily for 1 to 3 months. 


Supplied: Tablets, 50 and 100 mg., Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 1957 

2. Farman, F., and McDonald, D. F.: Brit. J. Urol. 31:176, 1959. 3. Sanjurjo, L. A. 

Med. Clin. N. America 43:1601, 1959. 4. Barnes, R. W.: Prostatitis, 7n Conn, F.: Current Therapy 

1957, Philadelphia, W. B. Saunders Co., 1957. 5. Barnes, R. W., in discussion of Chinn, J., and 

Bischoff, A. J.: Tr. West. Sect. Am. Urol. Ass. 22:189, 1955. 6. Jawetz, E.: A.M.A. Arch. Int. M. a 
100 :549, 1957. 7. Glazier, M., and Lombardo, L. J., Jr.: From the film Retropubic (? 
Prostatovesiculectomy, Eaton Laboratories, Norwich, N. Y., 1959. 
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In response to physician demand 


‘ix has been added to 





potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
control high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 
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each tablet contains a a eac tablet contains a - 
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and 25 mg. Esidrix esa elle 50 mg. Esidrix 
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SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide cisa) 
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in sprains, strains, arthritis, rheumatism 


not only relieves pain but also relaxes taut muscles 


SAFE POTENT FAST — 


SO 


(carisoprodol Wallace) 





Samples and literature on request 
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International 
Association of 


PRELIMINARY 
PROGRAM 


Gerontology 


FIFTH CONGRESS 


CIVIC AUDITORIUM 
SAN FRANCISCO, CALIFORNIA 
AUGUST 7 TO 12, 1960 


PRELIMINARY PROGRAM 


SUNDAY, AUGUST 7 


From 9:00 A.M.—Registration of Congress members 
in the foyer of the Civic Auditorium 


2:00 P.M. to 4:00 P.M.—Official opening of the 
Congress, Civic Center Auditorium 


~I 


330 P.M. to 9:30 P.M.—General symposium, ‘Ap- 
praisal of Approaches to Aging’ (arranged by the 
Sections on Social Welfare and Psychology-Social 
Science), Civic Center Auditorium 


MONDAY, AUGUST 8 
From 8:00 A.M.—Registration of Congress members 


9:00 A.M. to 11:00 A.M.—General symposium, 
“Meaningful Use of Free Time” (arranged by the 
Sections on Psychology-Social Science and Social 
Welfare) 


11:00 A.M. to 2:00 P.M.—Lunch 


2:00 P.M. to 6:00 P.M. 

Concurrent scientific sessions 

Biological Sciences: Genetics and Comparative 
Longevity 

Clinical Medicine: Regulatory Systems, 
Endocrinology, and Neurology 

Psychology-Social Science: Psychology of Aging, 
Economics of Aging 

Social Welfare: Casework Services 


7:30 P.M. to 9:30 P.M.—Public meeting 


TUESDAY, AUGUST 9 


9:00 A.M. to 12:30 P.M. 
Concurrent scientific sessions 
Biological Sciences: Body Composition 
Clinical Medicine: Psychiatry 
Psychology-Social Science: Psychology of Aging, 
Economics of Agin 
Social Welfare: Housing and Living Arrangements 


12:30 P.M. to 2:00 P.M.—Lunch 


2:00 P.M. to 6:00 P.M. 
Concurrent scientific sessions 
Biological Sciences: Regulatory Systems, Physiology 
Clinical Medicine: Respiratory System 
Psychology-Social Science: Family and Housing, 
Personality Theo 
Social Welfare: Institutional Care 


Evening—Receptions 
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WEDNESDAY, AUGUST 10 


9:00 A.M. to 12:30 P.M.—General symposium ar- 
ranged by the Section on Biological Sciences 


12:30 P.M. to 2:00 P.M.—Lunch 


2:00 P.M. to 6:00 P.M. 

Concurrent scientific sessions 

Biological Sciences: Cell Structure and Cell Phys- 
iology 

Clinical Medicine: Cardiovascular and Renal Sys- 
tems 

Psychology-Social Science: Population, Mental 
Health and Rehabilitation 

Social Welfare: Leisure Time Activities, Social 
Aspects of Medicine 


6:00 P.M.—Open 


THURSDAY, AUGUST 11 


9:00 A.M. to 12:30 P.M. 
Concurrent scientific sessions 
Biological Sciences: Environmental Factors 
Clinical Medicine: Skeletal System 
Psychology-Social Science: Family and Housing, 
Personality 
Social Welfare: Retirement Planning 


12:30 P.M. to 1:30 P.M.—Lunch 
1:30 P.M. to 6:00 P.M.—Tours 
7:30 P.M. to 9:30 P.M.—Receptions 


FRIDAY, AUGUST 12 


9:00 A.M. to 12:30 P.M.—General symposium ar- 
ranged by the Section on Clinical Medicine 


12:30 P.M. to 2:00 P.M.—Lunch 


2:00 P.M. to 4:00 P.M. 

Concurrent scientific sessions 

Biological Sciences: Connective Tissue 

Clinical Medicine: The Psysician’s Responsibility in 
an Aging Society 

Psychology-Social Science: Population, Mental 
Health and Rehabilitation 

Social Welfare: Community Organization, Income 
Maintenance 


4:00 P.M. to 6:00 P.M.—Closing Plenary session 
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Promethazine Expectorant, Wyeth 

With Codeine Plain (Without Codeine) 
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sedative * topical anesthetic 
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codeinelike antitussive action without codeine’s side-effects. 
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Expectorant see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa. 








GENERAL INFORMATION 


The Fifth Congress of the International Associa- 
tion will be held in San Francisco, California, 
in the United States of America, August 7 to 
12, 1960. All sessions of the Congress will be 
held at the San Francisco Civic Auditorium. 


Membership in the Congress 


Membershij in the Congress will be open to 
all members of the national societies affiliated 
with the International Association of 
tology as well as to professional and lay persons 
interested in 


Geron- 
gerontologic problems and _ re- 
search. 

Full membership in the Congress will entitle 
the members to attend all of the scientific and 
plenary sessions and symposia as well as to 
participate in visits to institutions and centers of 
verontologic interest and the social activities of 
the Congress and to receive a copy of the Pro- 
ceedings. 

Associate members will be entitled to partici- 
pate in the visits and in the social activities of 
the Congress. 


Official language 


The official 
English. 


language of the Congress will be 


Membership fees 


The full membership fee will be $25 U.S. if 


paid prior to June 15, 1960. Subsequent to that 


Submission of Papers 


EUROPEAN AUTHORS 


Biological Sciences: 
PROFESSOR JAMES F. DANIELLI 


182, West Hill, Putney, London 15, England 


Clinical Medicine: 
PROFESSOR R. HERBEUVAL 
56, Rue des Quatre-Eglises, Nancy, France 


Psychology and the Social Sciences: 

HENNING FRIIS 

Director, Danish National Institute of Social 
Research, 

Nyhavn, 38, Copenhagen, K., Denmark 


Social Welfare: 

HENNING FRIIS 

Director, Danish National Institute of Social 
Research, 

Nyhavn, 38, Copenhagen, K., Denmark 












date, the full membership fee will be $30 U.S. 

The associate membership fee will be $15 
U.S. if paid prior to June 15, 1960. Subsequent 
to that date, the fee for associate membership 
will be $20 U.S. 

Payment of all membership fees should be 
made by money orders or bank drafts. They 
should be made to the Fifth International Con- 
gress of Gerontology and sent to: 


Louis Kuplan, President, 
Fifth International Congress of Gerontology, 
P.O. Box 2103, 
Sacramento 10, California, U.S.A. 


Visits and social functions 


Official visits will be organized to centers of 
gerontologic research, universities, hospitals, in- 
stitutions for the aged, senior citizen activity 
centers, and similar centers of interest to those 
concerned with all aspects of gerontology. 
Plans are under way. for a number of social 
functions for members of the Congress. 


Other information 


Additional information about the Congress not 
included in the foregoing may be obtained by 
writing to: 
Louis Kuplan, President, 
Fifth International Congress of Gerontology, 
P.O. Box 2103, 
Sacramento 10, California, U.S.A. 
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@ ANTISPASmoDIC 
TIME-MATCHED COMBINATION 
@ SEDATIVE 


BUTIBEL combines two essentially synchronous components— 
belladonna extract and BUTISOL* rls One or two tablets one-half 
hour before meals and at bedtime assures smooth, uninterrupted con- 
trol of gastrointestinal spasm through the day and during the night. 

Similar preparations containing phenobarbital, which has three 
times the duration of action of belladonna, must either build up a 
cumulative sedative burden or leave patients for long hours without 
effective antispasmodic protection. 

By contrast, BUTIBEL, with its time-matched components, gives 
full, continuous antispasmodic and sedative action for smooth con- 
trol of functional gastrointestinal disorders. 

BUTIBEL: be//adonna extract...15 mg. and BUTISOL Sodium®...75 mg. 


butabarbital sodium 


BUTIBEL Tablets - Elixir » Prestabs® Butibel R-A (Repeat Action Tablets) 





[ ] McNEIL LABORATORIES, INC. Philadelphia 32, Pa. 
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High in appetite appeal, but low in calories! 


The secret of a successful 
low calorie diet is acceptance 


A low calorie diet that 
lets your patient “‘fill in 
the details’’ provides in- 
centive for him to stick 
to it. A rigid diet that 
calls for “‘specifics’’ is an 
invitation to slip off. 
The patient should re- 
member that alternate 
dishes must be equiva- 
lent in nutrition as well 
as in calories. Delicious, 





low calorie dishes to rec- 
ommend are broiled 
chicken with lemon, gar- 
lic or thyme. 


Fish broiled and herb- 
seasoned is also excellent. 
Or a low calorie “‘nibble’’ 
plate of radishes, carrots, 
peppersand celery. Fruit- 
flavored gelatins or fresh 
fruits like grapefruit top 
off the dieter’s meals. 


5.6 United States Brewers Foundation 


If you'd like reprints of this and 11 other different diet menus for your patients, 
write United States Brewers Foundation, 535 Fifth Avenue, N. Y. 17, N. Y. 











And with your 
approval, a 
glass of beer 
can add zest 

to your 
patient’s diet. 

104 calories 8 07. glass 

(Average of American Beers) 














Your surgucal convalescent feels better 
because he ws better with 


Durabolin 


(Nandrolone phenpropionate injection, ORGANON) 


for safe potent anabolic stimulation 
-|- to maintain positive nitrogen balance 
' '- to promote rapid wound healin 
CC. ONCE cach week + to anes nase strength, ae 
to shorten convalescence, save nursing time 
to reduce the cost of recovery 


a ia 


}- 


n 


Supplied: 1-cc. ampuls (box of three) and 5-cc. vials, 
25 mg. nandrolone phenpropionate/ cc. 
Adults: 1 cc. im. each week, or 2 cc. every other week. 








Orcanon Inc., W. Orange, N. J. gl 
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Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50nd 100 mg. tablets 
whole root rauwolfia for exceptional patient response 





Squibb Quality-—the Priceless Ingredient 
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Squibb Whole Root Rauwolfia Serpentina/‘RAUDIXIN’® IS A SQUIBB TRADEMARK 
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Your difficult rheumatic patient... 


through effective relief and rehabilitation 











"| 
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For the patient 
who requires steroids 
(PABALATE WITH HYDROCORTISONE) 

Comprehensive synergistic 
combination of steroid and 


nonsteroid antirheumatics... 








For the patient who does not require steroids 


Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate ...... 0.3 Gm. (5 gr.) 
PASISOTEIIG ROUEN 35 cs scacsscivcosvcsnrnstoavel 50.0 mg. 





or for the patient 
who should avoid sodium 


Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 





Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate 0.3 Gm. (5 gr.) 
ASCOFDIC BCID ....ssosecoressesvcoseorevaese 50.0 mg. 


full hormone effects on low 
hormone dosage... satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) ... 
Potassium salicylate ..... 
Potassium para-aminobenzoate.. 
SCORING CID cssecssesssceesscsnessrseses 









For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA © Ethical Pharmaceuticals of Merit since 1878 


to keep the 
geriatric patient's Po 
weight under control oe a 


DIETARY FOR WEIGHT CONTROL 


for adequate nutrition 
with high satiety on 900 calories a day 
.. Without appetite depressants 


Sy 








adequate nutrition on only 900 calories daily 

Metrecal is a scientifically blended powder consisting of protein, carbo- 
hydrate and fat, with added vitamins and minerals. One half-pound of 
Metrecal powder, mixed with a quart of water, supplying 900 calories 
as the daily feeding, provides 70 Gm. of protein, which permits the 
geriatric patient to remain in positive nitrogeri balance. All essential 
vitamins and minerals are present in amounts which meet or exceed 
minimum daily requirements. 


helps meet a common problem in the elderly 


In later life, overweight “...from sheer overeating is a common and 
serious problem....[which] becomes increasingly detrimental with 
advancing age.”! The 900-calorie daily Metrecal program is particu- 
larly suitable for weight reduction of geriatric patients who frequently 
require “...diets as low as 800 calories daily...” 


clinical reports encouraging 


In a general study’ of 100 patients on the 900-calorie Metrecal diet for 
periods up to twelve days, an average weight loss of 612 pounds per 
patient was recorded. In another study‘ of ambulatory overweight pa- 
tients on the 900-calorie Metrecal program, weight losses, taste accept- 
ance, tolerance and hunger-appeasing properties were very favorable. 
In a study of 42 overweight patients® with serious medical dis- 
orders common to the elderly, such as arthritis, cardiovascular disease, 
diabetes mellitus and gout, the 900-calorie daily Metrecal program 
provided an average total weight loss of 6.3 pounds per patient during 
the first week for 33 of these subjects. Thereafter, satisfactory weight 
losses continued with the 900-calorie daily Metrecal program used in 
alternate periods with a balanced 1,000-calorie diet consisting of 
conventional foods, 

These reports indicate that, as well as providing optimum nutrition, 
Metrecal is palatable, well accepted, convenient to use, satiating and 
encourages good cooperation. 

When more than 900 calories are permitted, either the daily allotment 
of % pound of Metrecal may be increased or it may be used in con- 
junction with low-calorie foods. 


Metrecal Weight-Control Guide is available from your Mead Johnson 
representative or by writing us, Evansville 21, Indiana. 

References: (1) Stieglitz, E. J.: Geriatric Medicine: Medical Care of Later Maturity, ed. 3, 
Philadelphia, J. B. Lippincott Company, 1954, p. 34. (2) Sebrell, W. H., Jr., and Hundley, 
J. M., in: Stieglitz, E. J.: ibid, p. 188. (3) Antos, R. J.; Southwestern Med. 40;695-697 
(Nov.) 1959. (4) Tullis, 1. F., to be published. (5) Roberts, H. J.; Effective Long-Term 
Weight-Reduction — A Therapeutic Breakthrough, to be published. 


\ Mead Johnson 


Symbol of service in medicine 








control of both chronic and acute diarrhea 


orboquel 








(polycarbophil- thihexino! methylbromide) 


IN CONVENIENT TABLET FORM 
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Unexcelled therapeutic response, 85% of 
the chronic cases, 93% of the acute." 


The culmination of a decade of 
laboratory experimentation and over five 
years of clinical confirmation. 


For too fluid feces, an extraordinary 
ability to absorb free fecal water. 


For too frequent evacuations, superior, 
yet selective, antimotility action. 


Convenient tablet form; simple, uncom- 


plicated dosage schedule (1 tablet q.i.d.). 
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Even where all other agents have failed — 
Sorboquel arrests long-standing, 
uncontrolled, exhausting diarrheas 


Unexcelled Therapeutic Response: Results of the Administration of Sorboquel Tablets'-* 











Response 
No. of Patients Excellent Good Poor 
Chronic Diarrhea* 485 
X wa 4 va 
Acute Diarrhea** 332 
X wa / Sa 
93.4% 


*Chronic diarrheas include irritable bowel syndrome, regional enteritis, diverticulitis and ulcera- 
tive colitis, postantibiotic enteritis, malabsorption syndrome, radiation proctitis, surgically 
short-circuited intestinal states. Diarrhea had persisted for more than a year in a large percent- 
age with bowel movement frequency averaging from 5 to more than 10 a day. In most patients, 
SORBOQUEL controlled the condition within 3 days, even where other agents had failed. 


** Acute diarrheas include nonspecific gastroenteritis, enteritis, enterocolitis. Control of the diar- 
rhea was achieved within 24 hours in most cases. 
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Dual-action Sorboquel a1 
even ies all other cli have failed 


The components in Sorboquel: the culmination of many years of development 
SoRBOQUEL Tablets combine two unique and hitherto unavailable antidiarrheal agents—poly- 
carbophil and thihexinol methylbromide. Acting together, through different but complementary 
mechanisms, these components in SORBOQUEL absorb free fecal water and quell hypermotility 
and associated spasm to an exceptional degree. 

For too fluid feces, an extraordinary ability to absorb free fecal water 

(through the hydrosorptive action of new polycarbophil) 





(a) (b) (c) 
Dry State Swollen State Demonstration of the dependence of 
Demonstration of the Note the particulate nature swelling of polycarbophil on pH 
particulate nature of of swollen polycarbophil. Impaction is (a) pH of stomach; (b) pH of 
dry polycarbophil. virtually impossible. duodenum; (c) pH of intestines. 


A newly synthesized macromolecular substance exhibiting extraordinary capacity for absorption 
and retention of free fecal water*"’ = the colloidal suspension is free-flowing, since, in the swollen 
or hydrated state, the particulate structure is retained’ = exerts marked hydrosorptive action 
only on reaching the alkaline medium of the small intestine and colon # virtually free of impaction 
qualities = pharmacologically inert, not absorbed from the gut’” 


Convenient tablet form; simple, uncomplicated dosage schedule 


SORBOQUEL bDosaGE: For older children and adults, initial dosage of one SorBOQUEL Tablet q.i.d. 
is usually adequate. Severe diarrheas may require six, or even eight, tablets in divided daily 
doses. (Dosages exceeding six tablets a day should not be employed over prolonged periods. ) 
Many patients can be maintained on one to three tablets daily after the diarrhea is brought 
under control. 

SIDE EFFECTS: The incidence of side effects at recommended dosage is negligible. (The usual 
precautions when using parasympatholytic agents should be observed. Complete information 
regarding the use of SORBOQUEL TABLETS és available on request. 
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TABLETS 


DUAL ACTION the first truly effective 

agent to control the dual problem 
Or 0 Ub of diarrhea: too fluid feces, 

too frequent evacuations 





For too frequent evacuations, superior, yet selective, antimotility action 
(through the parasympatholytic action of thihexinol methylbromide) 


bls ibe! tdi it cl 





(a) (b) (c) 


90-minute film demonstrating 6-hour film after administration Inhibition of methacholine-induced 

hypermotility of gastrointestinal of thihexinol to patient showing spasm by thihexinol in isolated rabbit 

tract in patient. marked inhibition of gastro- °* intestine. Time of graph is 40 minutes. 
intestinal motility. (a) normal motility; (b) methacholine, 


40 mcg./L; (c) thihexinol, 10 mcg./ml. 


A new, superior parasympatholytic agent with a dominant inhibitory action on intestinal 
motor function’*'® # onset of intestinal motor inhibition has been shown to occur within 10-20 
minutes'* =does not interfere with gastric secretion or digestive processes ®unusually free from 
atropine-like side effects ™ its enteral antimotility action permits polycarbophil to exert maximal 
water-binding effect 





SUPPLIED: SORBOQUEL TABLETS, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycar- 
bophil and 15 mg. thihexinol methylbromide. 


REFERENCES:1. Hock, C. W.: Med. Times 88:320 (March) 1960. 2. Winkelstein, A.: Personal communication. 3. Berkowitz, D.: 
in press. 4, Lind, H. E.: Personal communication. 5. Seneca, H.: in press. 6. Riese, J. A.: Personal communication. 7. Gilbert, 
A. S.; Schwartz, I. R., and Matzner, M. J.: Submitted for publication. 8. Personal communications to Medical Department, White 
Laboratories, Inc. 9. Pimparker, B. D.; Paustian, F. F.; Roth, J. L. A., and Bockus, H. L.: To be published. 10. Texter, E. C. 
Personal communication. 11. Clinical reports to Medical Department, White Laboratories, Inc. 12. Grossman, A. J.; Batterman, 
R.C., and Leifer, P.: J.Am, Geriat. Soc. 5:187( Feb.) 1957. 13. McHardy, G.; Browne, D.; McHardy, R.; Bodet, C., and Ward, S.: 
Am. J. Gastroenterol. 24:601 (Dec.) 1955. 14. Shay, H.: Personal communication. 15. Hirsh, H.: Personal communication. 16. 
Bercovitz, L. T.: J. Am. Geriat. Soc. 5:940 (Nov.) 1957. 


Lala WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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as hormones alone often don’t do 





Fast-acting Milprem directly relieves 


both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses 
with one-week rest periods; during the rest 
periods, Miltown alone can sustain the patient. 


Composition: Miltown (meprobamate) + conjugated 
estrogens (equine). 

Supplied: Milprem-400, each coated pink tablet 
contains 400 mg. Miltown and 0.4 mg. conjugated 
estrogens (equine). Milprem-200, each coated 
old-rose tablet contains 200 mg. Miltown 

and 0.4 mg. conjugated estrogens (equine). 

Both potencies in bottles of 60. 


Literature and samples on request. 


(Miltown® plus natural estrogens) 


CmP-1306 
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Many physicians find that estrogen therapy is 
not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 
dread may make her so miserable that it 
becomes a real clinical problem. 


This is where Milprem helps you so much. It 
calms the woman’s anxiety and tension; pre- 
vents moody ups and downs; relieves her 
insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 
assurances can now help her make her 
adjustment much faster. 


* WALLACE LABORATORIES / New Brunswick, N. J. 
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Morpheus reigns. Through the mild ministrations 
of non-barbiturate Placidyl, cares of the day 

are gently overthrown. Prompt, refreshing sleep 
becomes the right of all. And morning hangover 
is banished. Placidyl. Try it and see. 











Geriactive with 





FILMTAB® 


ABBOTT 


Geriatric Supportive Formula, Abbott 
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A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS 


B-Complex Vitamins 

Thiamine Mononitrate.... 5 mg. 
Riboflavin. . : . 5 meg. 
Pyridoxine Hydrochloride. 1 mg. 
Nicotinamide 20 meg. 
Calcium Pantothenate 5 mg. 
Oil Soluble Vitamins 


Vitamin A.. 1.5 mg. (5000 units) 
Vitamin D. 12.5 mcg. (500 units) 
Vitamin E 10 Int. units 


Hematopoietic Factors 

Vitamin B,2 with Intrinsic Factor 
Concentrate, % U.S.P. Unit (oral) 
Ferrous Sulfate, U.S.P... 75 mg. 


(Elemental Iron—15 mg.) 


Folic Acid.... 0.25 mg. 
Capillary Stability 

Ascorbic Acid............ 50 mg. 
Quertine®.............. i5Simg, 


(Quercetin, Abbott) 


2,881,088 


Lipotropic Factors 
Betaine Hydrochloride... 50 mg. 


NAMING cites canle onbiea ves 50 mg. 
Anti-Depressant 

oO re be) a 
(Methamphetamine Hydrochloride, Abbott) 
Hormones 

SulGStrOx. ......505..5.0. OITA. 
(Piperazine Estrone Sulfate, Abbott) 
Methyltestosterone..... 2.5 mg. 


STREAMLINED INTO THE SMALLEST TABLET «.@> OF ITS KIND 








The average doctor washes his 
hands 30 times in an office day. 
Get relief from the punishing ef- 
fects of this constant soap irrita- 
tion by using new Aveeno-Bar. It 
is a richly-lathering, soap-free bar 
containing over 25% soothing 
colloidal oatmeal, with antibac- 
terial hexachlorophene added. For 
your free trade-size bar, simply 
write “Aveeno-Bar’’ on your Ki 
blank and mail to: 

Aveeno Corporation, 250-G West 57th 
St., New York 19, N. Y. 


Florida Living for the 
Retired 


Doctors! 
Send us 


Your 
Oldsters! 





THE BLACKSTONE, a residence club 
invites applications from retired elderly men 


in comfort- 
able living, congenial companionship, dietetic 


and women who are interested 


care, entertainment, and opportunity for 
self-expression through understanding coun- 
sel. This is an evolution in rehabilitation to 
the retiree who is self-sufficient and mentally 
alert, enabling him to live normally in the 
community avoidit 


1g institutionalization 


WRITE—Michael Sossin, LL.D 
Exec. Dir. and Founder 
Florida Living For The Retired 
Washington Ave., and 8th St., Miami Beach 39, Fla. 
1 Block From The Ocean. Phone Jefferson 8-1811 
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in Benign Prostatic 
Hypertrophy 
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PROSTALL Capsules s 
results as follows: 





© Enlargement reduced 92% 
® Nocturia relieved 95% 
© Urgent urination relieved 81% 
® Frequency urination reduced 73% 
® Discomfort relieved 71% 
® Delayed micturition relieved 70% 


The need for conservative measures, rather 
than radical surgery for benign prostatic 
hypertrophy is indicated by the compara- 
tively low death rate from this condition. 


PROSTALL Capsules contain 6 gr. of a 
mixture of aminoacetic acid (glycine) glu- 
The recommended 
dosage, 2 Prostall Capsules, 3 times daily 


tamic acid and alanine. 


for 2 weeks, thereafter 1 capsule 3 times 
daily. Since nutritional factors require time, 
you must give Prostall a minimum of three 
months for marked improvement. 


| Supplied in bottles of 100 and 250 capsules. 
| Available at all pharmacies. 


| Write for a reprint of the above mentioned 


article and professional literature. Use the 
coupon below. 


STREET OCT Qe crs fps 4 
| | METABOLIC PRODUCTS CORP. G-7 | 
| | Little Bldg., Boston 16, Mass. ! 

| Gentlemen: 

| Kindly send me without obligation: | 
| Professional Literature | 

() Reprint of the ‘clinical report \ 
| | 1 A Ee en CCP ONE PE COO ee eee | 
| 

| ee SEE OEE Se OC CCE eR mri cree to | 

| 
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here are some of the ways hypertensive patients 


benefit when you prescribe DIVYORES 









bs 
/ dietary salt 
' may be 

_ liberalized 


PoE, 







such 






symptoms as 
anxiety headache, 
and tension dizziness, palpitations 
are and tachycardia 
allayed are usually relieved : 
\ ... anginal pain may be 
N reduced in incidence 


and severity 
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DIURIL, WITH RESERP 


effective by itself in a majority of patients with mild or moderate 


xX hypertension, and even in many with severe hypertension : y 
... should other drugs need to be added, they can df 
be given in much lower than usual dosage df 


DIUPRES-250 DIUPRES-500 
250 mg. DIURIL (chlorothiazide), 500 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 0.125 mg. reserpine per tablet. 

One tablet one to four times a day. One tablet one to three times a day. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


DB MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., WEST POINT, PA. 


DIUPRES and DIURIL are trademarks of Merck & Co., Inc. 
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Bacteremia Due to Coagulase- Positive 
Staphylococcus Aureus 

B. A. WAISBREN, and F. ABBOUD. Ann. Int. Med. 
52: 643-666, 1960 

Mortality of staphylococcic bacteremia can 
be reduced by decreasing exposure to staph- 
ylococci in hospitals, increasing dosage and 
specificity of antibiotic therapy, and aug- 
menting natural host resistance. Early diag- 
nosis does not appear to increase the chance 
of survival. 

Half of the cases of staphylococcic bac- 
teremia develop while the patient is in the 
hospital for another reason. The most com- 
mon portals of entry are operative proce- 
dures, respiratory tract, skin, and _ genito- 
urinary tract. 

Clinical signs other than fever do not 
often point to the diagnosis. Most common 
physical findings are skin lesions, especially 
petecchiae; clouded sensorium; hepatomeg- 
aly; splenomegaly; and endocarditis. Most 
patients react with anemia and leukocytosis. 
The majority of blood cultures are positive. 
\ culture is often worthwhile even though 
the patient is taking an antibiotic, but addi- 
tional cultures are rarely justifiable after 5 
have been negative. 

Since vancomycin, neomycin, kanamycin, 
and ristocetin inhibit all strains of staphy- 
lococci, one of these antibiotics should be 
used when sensitivity studies are not avail- 
able. Erythromycin, the tetracyclines, and 
penicillin are probably as effective as the 
newer drugs against strains showing in vitro 
sensitivity. 


Mortality is greater in older patients and 
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in those with high nonprotein nitrogen con- 
centration. The ability of staphylococci to 
erow in the human kidney may be a con- 
tributing factor to virulence. 

Between 1951 and 1958, 100 cases of bac- 
teremia due to coagulase-positive Staphy- 
lococcus aureus were treated. The 64 fatal 
cases included a large proportion of older 
patients with nitrogen retention. Febrile and 
white cell responses of fatal cases were simi- 
lar to survivors’ reactions. Antibiotics were 
55 per cent effective when the strains were 
sensitive to 6 wg. per cc. or less. Less than 1 
per cent of cases improved when antibiotics 
were used against strains resistant to 6 pg. 


per cc. or more. 


Clinical Experience with 
Bretylium Tosylate 
J. A. LEWIS. Canad. M. A. J. 82: 877-881, 1960. 


On short clinical trial, bretylium tosylate 
lowers blood pressure without many of the 
side effects of ganglionic blocking agents. 
The new drug is a quaternary ammonium 
compound which selectively blocks the pe- 
ripheral sympathetic nervous system with 
out antagonizing the effects of adrenalin or 
noradrenalin. 

Addition of chlorothiazide and hydrala- 
zine do not enhance the blood pressure 
lowering effect of bretylium. Bretylium’s or- 
thostatic effect appears more pronounced 
than the action of ganglionic blocking 
agents, which is a disadvantage, since pos 
tural syncope may occur while the recum- 
bent blood pressure remains too high. 

(Continued on page 96A) 
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PAIN OR PANIC 





Your angina patient hardly knows where one leaves off and the 
other begins. What he does recognize is the relief he gets from 
both when you prescribe CARTRAX. 


FOR ANGINAL PAIN FOR CARDIAC PANIC 


PETN (pentaerythritol tetranitrate) is “‘l favor ATARAX [as the tranquilizer for the anxious car- 

‘“.,. the most effective drug currently diac]... because there is an absence of side effects 

available for prolonged prophylactic treat- with this drug, and also because in cardiacs who are 

ment of angina pectoris.’”! troubled with ectopic beats, ATARAX has a quinidine-like 
action.’’2 


TOGETHER ONLY IN 


CARTRAX 


Dosage: Begin with 1 to 2 yellow cartrax ‘10’ tablets (10 mg. PETN plus 
10 mg. ATARAX) 3 to 4 times daily. When indicated, this may be increased by 
switching to pink CARTRAX ‘‘20"’ tablets (20 mg. petn plus 10 mg. ATARAX). 
For convenience, write ‘‘CARTRAX 10"’ or “‘cARTRAX 20."’ Supplied: In bottles 
of 100. Prescription only. 


References: 1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 2. Russek, H. I.: 
Presented at the Symposium on the Management of Cardiovascular Problems 
of the Aged, Dade County Medical Association, Miami Beach, April 12, 1958. 


*brand of hydroxyzine 





New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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In Chronic 


Urinary Infections 


Soothes... Burning Urination 
CLEARS... . Infected Urine 


Urolitia rapidly controls E. Coii, S. Albus 
and S. Aureus infection. Its soothing ac- 
tion is due to the prompt release of Triti- 
cum and Zea extractives by the kidney 
into the inflamed bladder. Urolitia is 
bacteriostatic, bactericidal, non-toxic, 
does not produce drug fastness, provides 
simple dosage and is safe and economical 
for long term therapy. 

It is especially useful for elderly pa- 
tients with residual urine due to cystocele 
or enlarged prostate, in whom permanent 
sterilization of the urine cannot be ex- 
pected. Urolitia contains no dyes. 

Urolitia is very often used in prescrip- 
tions in combination with one or more 
other drugs, such as Tincture of Bella- 
donna, etc. 


Urolitia—each teaspoonful contains: 
Methenamine y 20 gr. 
Lithium Benzoate : oor OO 
Sodium Benzoate 2ar. 
In a soothing, demulcent menstruum 
of Triticum and Zea. 
Dose: 1 Tbs. in % cup warm water 
Y% hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 


We will gladly send you samples of Urolitia, 
some proved prescriptions and literature. 


Borcherdt Company 
217 N. Wolcott Ave., Chicago 12, Ill. 


BORCHERDT COMPANY 
217 N. Wolcott Ave., Chicago 12, Ill. 


Gentlemen: Please send me samples of 
Urolitia and literature. 


Address 


City Zone State 
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Few side effects were noted in 10 patients 
after treatment with the drug for a few 
months. However, sufficient time has not 
elapsed to permit observations of late side 
effects. When dosage is below 2.5 gm. per 
day, the usual bowel habit is retained, no 
hesitancy in urination occurs, and pupillary 
size and reaction remain unchanged. Sub- 
jective muscular weakness without reflex 
changes occurs occasionally. Freedom from 
bowel and urinary side effects makes the 
drug suitable for older patients with hyper- 
tension and congestive heart failure, ne- 
phritic patients with malignant hyperten- 
sion, and men with prostatic hypertrophy. 

Treatment is initiated with an intramus- 
cular dose of 300 mg. of cortisone. ‘There- 
after, a daily dose of 150 to 200 mg. is given 
intramuscularly for the first week or ten 
days or is administered orally when the 
erythrocyte sedimentation rate changes to- 
ward normal. The total dosage of 150 to 200 
mg. daily should be continued for four to 
six weeks; then the amount is gradually de- 
creased to between 50 and 75 mg. daily for 
three or four months. 

Routine administration of anticoagulant 
therapy is not necessary. Patients with recent 
visual impairment may benefit from inter- 


mittent inhalation of 100 per cent oxygen. 


The Effect of Radiation Upon the Heart 
M. CATTERALL. Brit. J. Radiol. 33: 159-164, 1960. 


Radiotherapy for carcinoma of the bron- 
chus -or breast involves exposure of the 
heart and great vessels. Calculation of such 
exposure reveals that, when bronchial tu- 
mors are treated with a total of 4,000 rads, 
radiation is also delivered to the great ves- 
sels superior to the heart but very little is 
scattered to the myocardium. 
breast 


In treatment of carcinoma, the 


heart is also exposed to radiation, the 
amount having been calculated as probably 
less than 1,000 rads when the tumor dose is 


(Continued on page 98A) 
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Meprobamate and Pentaerythritol Tetranitrate, Wyeth 





EQUANITRATE helps control pain and accompanying anxiety in 
angina pectoris. It reduces the number and severity of attacks, 
increases exercise tolerance, and lessens nitroglycerin dependence. 
A recent double-blind studyt comparing meprobamate, a 
placebo, PETN, and EQUANITRATE states: ‘The best results... 
in both clinical and electrocardiographic response, were observed 
with a combination of meprobamate and pentaerythritol tetra- 
nitrate [EQUANITRATE]....” 






=, For further information on prescribing and administering 
EQUANITRATE See descriptive literature, available on request. 
Wyeth Laboratories Philadelphia 1, Pa. 


tRussek, H.I.: Am. J. Cardiol. 3:547 (April) 1959. *Trademark 
Supplied: EQUANITRATE 10 (200 mg. meprobamate, 10 mg. pentaeryth- 
ritol tetranitrate), white oval tablets, vials of 50. EQUANITRATE 20 

A Century of (200 mg. meprobamate, 20 mg. pentaerythritol tetranitrate), yellow oval 
Service to Medicine tablets, vials of 50. 
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3,600 rads. The intimate relation of the 
heart and internal mammary chain makes it 
impossible to shield the heart from radia- 
tion. Previous mammectomy also removes 
the protective layer of pectoralis muscle. 

OL 9 patients irradiated following mastec- 
tomy, 6 received enough radiation to cause 
temporary benign myocardial change. Car- 
diographic changes appeared at about four 


months and persisted for about one year. 


Alpha-Tocopherol in Prophylaxis and 
Treatment of Venous Thrombosis 

H. KAWAHARA. Surgery 46: 768-774, 1959. 
Alpha-tocopherol (vitamin E) is specific in 


the control of postoperative hypercoagula- 


bility and can prevent development of post- 
operative thrombosis. 

A study of 100 postoperative patients was 
made with determination of coagulation 
time, prothrombin time, and prethrombotic 
index, covering the preoperative period 
through the second postoperative week. Half 
the group was given alpha-tocopherol intra- 
muscularly and by mouth. Laboratory 
studies revealed a marked difference in the 
determined prethrombotic index between 
the 2 groups of patients; 6 of the patients 
receiving tocopherol, as contrasted with 22 
not receiving the drug, showed a dangerous- 
ly low prethrombotic index. No clinical 
evidence of thrombosis developed in_ the 
tocopherol-treated group, whereas 2 of the 
untreated patients had symptoms. 

A separate study of 28 patients with 
venous thrombosis treated with alpha-to- 
copherol revealed 17 responding satisfac- 
torily, 8 showing some effect, and 3 revealing 
a complete failure of therapy. 


Today's older woman is not content to permit her 
appearance to underscore her years. Guide her quest 


for effective beauty aids by recommending Allercreme 


Hypo-allergenic Cosmetics. Allercreme Cosmetics provide 
cleansers, lubricants, make-ups that are especially suited 
for the problems of maturing skin. Additionally, they 
are hypo-allérgenic and care for sensitive skin with 
unusual gentleness. For samples and formulae of 

the Allercreme Cosmetics we particularly recommend 


for your older patients, write Dept. G. 


Mboronomae? ernie 
COSMETICS 


DIVISION OF TEXAS PHARMACAL CO. San Antonio, Texas, U.S.A. 





: In Canada—Omega Laboratories, Ltd., Montreal and Toronto 
Amphora by Nicosthenes In Cuba——Laboratories Amedin, $. A., Habana 
In Venezvela—Salus, C. A., Caracas 
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INFLATABLE “RUBBER CUSHION” BED PAN *841 


Davol All-Rubber Bed Pan made from soft, 

pure rubber. Rubber rim inflates to any degree 
desired, serves as a soft cushion that may be left 

in place for long periods without tiring the patient. 
Comes complete with inflating tube and deodorant 
cleansing soap. Opening 412”x 8”, 

outside diameter 14”x 16”. 





HANNA “FEATHERWEIGHT” a 
DRIP URINAL = MALE ADULT 





Drip urinal with regular outlet drain for 

day or night use. Ideal for slight incontinence. 
Special Davol construction insures patient 

maximum comfort and security — sitting, standing, 
or lying down — for day or night use. Light 

latex top with detachable, soft, cotton cloth suspensory 
and adjustable waistbelt. Latex cone-shaped 

penile sheath for unidirectional flow of urine. 


INFLATABLE 
“RUBBER CUSHION” BED PAN #842 


The Davol inflatable All-Rubber Bed Pan is soft 
and flexible — ideal for patients who have difficulty 
using other types of bed pans. 

Feeble or difficult-to-lift patients can be rolled 
comfortably onto the Davol Rubber Bed Pan. 

For the incontinent patient, the outlet tube (with 
connective tubing) may be inserted through an 
opening in the mattress and drained into a receptacle. 





All three available through RUBBER COMPANY 
your surgical supply dealer. PROVIDENCE 2, RHODE ISLAND 
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CITRUS BIOFLAVONOIDS 





When 
capillary 

or other 
vascular 
damage 
accompanies 
stress 
conditions 










Hesperidin, Hesperidin Methyl Chalcone, or Lemon Bioflavonoid Complex are 


prescribed as therapeutic adjuncts for control of vascular and capillary damage 
and abnormal cellular metabolism associated with many stress conditions, 
These stress conditions may result from nutritional deficiencies, 

environment, drugs, chemicals, toxins, virus or infection. 

SUNKIST AND EXCHANGE BRAND Hesperidins and Lemon Bioflavonoid 

Complex are available to the medical profession in specialty 


formulations developed by leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS SALES DEPARTMENT « PHARMACEUTICAL DIVISION 
Ontario, California 








Control 
of Habitual 
Abortion 


Disturbed capillary permeability and 
lowered capillary resistance, as 

well as the tendency toward edema 
and fluid retention, are well 
recognized in pregnancy ( Le, 

3, 4). The bioflavonoids have been 
shown effective in controlling the 
susceptibility to edema in pregnancy 
(5) and their routine prenatal use 
has been suggested (6). 


Ecchymotic areas resulting from 
bruises and positive capillary 
fragility tests have frequently been 
observed in habitual aborters (7). 
Patients having a history of two 

or more spontaneous abortions have 
shown a marked improvement in 
fetal salvage after the addition of 
Hesperidin (a citrus bioflavonoid ), 
ascorbic acid and other factors to the 
therapeutic regimen (8, 9, 12, 14, 
15, 16). Other investigators have 
reported extensive use of the citrus 
bioflavonoids in the management of 
pregnancy with excellent results 


(18, 19, 20). 


Observations include a reduction 

in severity or prevention of 
erythroblastosis fetalis in 

Rh-negative patients when Hesperidin 
(7) or other citrus bioflavonoids 

(23, 24) were administered. 


The rationale of Hesperidin and 
other citrus bioflavonoids—in 
conjunction with vitamin C, 


nutritional factors or other therapeutic 


agents —as adjuncts in the 
management of pregnancy and its 
complications, spontaneous abortion 
and erythroblastosis fetalis, is based 
on the premise and observation that 
capillary involvement may be a 
contributing factor. 


NOTE: For bibliography 

(B-688) write Sunkist Growers, 
Pharmaceutical Division, 720 East 
Sunkist Street, Ontario, California. 


w 
bi, 


All news and announcements for this 
department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


Nuclear Medicine 

The Society of Nuclear Medicine will hold 
its seventh annual meeting June 22 to 25 at 
the Stanley Hotel, Estes Park, Colorado. 
Special emphasis will be given to diagnosis 
and treatment of thyroid disease, thera- 
peutic use of radioisotopes and equipment. 
Dr. Edward Teller of the University of Cali- 
fornia will give the first annual address of 
the Nuclear Pioneers Series in honor of the 
late Dr. Ernest O. Lawrence. For registra- 
tion, write to Samuel N. Turiel, Adminis- 
trator, The Society of Nuclear Medicine, 
130 North Michigan Avenue, Chicago 11, 
Illinois. 


Public Health Meeting 

The eighty-eighth annual meeting of the 
American Public Health Association will be 
held October 31 to November 4 in the Civic 
Auditorium in The 5,000 
persons expected to attend will make it the 
largest gathering of public health specialists 
ever held on the West Coast. Sections of the 
Association represent dental health, engi- 
neering and sanitation, epidemiology, food 
and nutrition, health officers, laboratory, 
and child health, medical care, 
mental health, occupational health, public 
health health nursing, 
school health, and statistics. At least 60 re- 
lated health organizations will hold meet- 
ings in conjunction with the Association’s 
sessions. 


San Francisco. 


maternal 


education, public 


(Continued on page 102A) 
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® | 
Pennsylvania Plan 
| Pennsylvania will hold a state wide Confer- 
| ence on Aging September 12 to 15, 1960, in 


mineral-vitaminchornnone supplement | preparation for the White House Conference 


against premature aging... 





| on Aging. A series of local and regional 
® wean : ; : 
KAPSEALS | meetings, which started last November, is 


p leading up to the state conference. The 
ELDEC Kapseals help offset the disorders 


of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to : ; 
moet the thieat of nutritional and. hor- | ference Committee. Ruth Grigg Horting, 
commonwealth Secretary of Public Welfare, 


Governor’s Citizens Advisory Committee on 
Aging has been expanded to more than 200 
persons, including 67 chairmen of county 
committees and an executive committee, to 
make up the Governor’s White House Con- 


monai deficiencies ...aid him in meeting 
the problem of declining health during | has been designated to receive the state’s 
the years ahead. With ELDEC Kapseals, | federal grant for the White House Confer- 
the patient can plan ahead for tomorrow 
with a greater assurance of good health carrying out the state’s plans for the con- 
and well-being. ference 


ence and to have primary responsibility for 


| Indiana Conference 
| Indiana’s second Governor’s Conference on 
| Aging will be held September 19 to 20 to 
| develop resolutions and recommendations 
both for the Indiana legislature and the 
| United States Congress. The resolutions and 
| recommendations also will be forwarded to 
| the White House Conference on Aging, to 
| be held January 9 to 12, 1961, in Washing- 
| ton, D.C. As part of its preparation for 
the conference, Indiana held a state wide 
| meeting last October, a series of meetings 
| of the Indiana State Commission on the 
| Aging and Aged and its standing commit- 
| tees, and a worshop on aging. 


Teachers for Laryngectomees 

The International Association of Laryngec- 
tomees will hold its first annual voice reha- 
bilitation institute July 18 to August 4 at 
the Central Institute for the Deaf, St. Louis. 
The institute will provide traineeships for 
| PARKE-DAVIS | 20 qualified speech teachers as well as free 











speech lessons for about 40 laryngectomees. 
PARKE, DAVIS & COMPANY I ys 


| 
| 
| rr 4 . . ‘ . ~ r au = ate ‘ 
Detroit 32, Michigan The institute is financed by grants from the 
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United States Office of Vocational Rehabili- 
tation and the American Cancer Society. For 
information, write to the International As- 
sociation of Laryngectomees, 521 West 57th 
Street, New York City. 
© 
Other Meetings of Geriatric Interest 
21 25—Third 


Conference of Physical Medicine, Washing- 


August to International 


ton. 

August 24 to 27—Sixth International Con- 
gress of Internal Medicine, Basel, Switzer- 
land. 

August 28 to September 2—IJnternational 
Society for the Welfare of Cripples, Eighth 
World Congress, New York City. 

September 13 to 15—American Cancer So- 
ciety, Fourth National Cancer Conference, 
Minneapolis. 

October 1 12—National Rehabilitation 


Oklahoma 


to 


Association, annual conference, 
City. 

October 14 to 18—American Occupational 
Therapy Association, annual conference, Los 
Angeles. 

January 1961—Second White House Con- 
ference on Aging, Washington. 

January 8 to 14, 1961—Tenth Internation- 


al Conference of Social Work, Rome, Italy. 


Mechanical Aid for Paralyzed Hands 

Patients with paralyzed hands can pick up 
and hold objects with the aid of a device 
invented by Dr. Arthur J. Heather of the 
Eugene du Pont Memorial Hospital, Wil- 
mington, Delaware. Operated hydraulically 
by tap water, the mechanism gives the pa- 
tient a 3-jaw chuck type of grasp. Its total 
weight is 6 oz.; the part attached to the 
hand weighs 41% oz. In tests, the device has 
been given 
years of use without the loss of fluid or im- 
pairment of function. Only a few parts are 


the equivalent of twenty-six 


likely to wear out and these can be replaced 
at negligible cost. 
(Continued on page 105A) 
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help make 
the years of maturity 
years of health... 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS” 


Physiologic Prophylaxis 
- 10 important vitamins plus minerals to help 


maintain cellular function and to correct 
deficiencies 


+ protein improvement factors to help com- 
pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 
or help correct protein deficiency states 
Packaging: ELDEC Kapseals are available in bottles of 100. 
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PARKE-DAVIS 


PARKE, DAVIS & COMPANY 


Detroit 32, Michigan 26960 
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... discouraged, apprehensive because 
of recurrent bronchospasm and 


dyspnea. 


»ronchial asthma 
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Science 
for the world’s 
well-being 


— 
(Pfizer 
PFIZEK - ABORATORIES 


Division, Chas.Pfizx:* & Co., Inc. 
Brooklyn 6, New York 


IN BRIEF 


ATARAXOID combines the tension-relieving 
effects of hydroxyzine with the anti-allergic 
action of prednisolone, a well-established corti- 
costeroid, for superior control without unexpected 
side effects. 


INDICATIONS : Allergic states, including chronic 
bronchial asthma and severe hay fever; rheuma- 
toid arthritis, collagen diseases, and related 
conditions; other musculoskeletal disorders (my- 
ositis, fibrositis, bursitis, etc.); and allergic/in- 
flammatory diseases of the skin and eyes. 
ADMINISTRATION AND DOSAGE: ATARAXOID dosage 
varies with individual response. Clinical experi- 
ence suggests the following daily dosage: Initial 
therapy — 4-6 ATARAXOID 5.0 Tablets. Maintenance 
—1-4 ATARAXOID 5.0 Tablets or 2-8 ATARAXOID 
2.5 Tablets. After initial suppressive therapy, 
gradual reduction ofprednisolone dosage should 
begin and continue until the smallest effective 
dose is reached. Prescribe in divided doses, after 
meals and at bedtime. 


SIDE EFFECTS: Prednisolone may produce all of 
the side effects common to other corticosteroids. 
As with other corticosteroids, insomnia, mild 
hirsutism, moonface and sodium retention have 
occurred. Osteoporosis may develop after long- 
term corticosteroid therapy. 


PRECAUTIONS AND CONTRAINDICATIONS: Usual 
corticoid precautions should be observed. Inci- 
dence of peptic ulcer may increase on long-term 
prednisolone therapy. However, therapy has 
often been maintained for long periods without 
adverse effects. Contraindicated in infectious 
disease including active tuberculosis (except 
under close supervision), peptic ulcer, certain 
infections of the cornea, such as dendritic kera- 
titis, superficial punctate keratitis, epidemic 
keratoconjunctivitis, and in patients with emo- 
tional instability. Caution is indicated in the 
treatmeit of patients with severe cardiovascular 
disease, and in some cases sodium restriction 
and potassium supplementation must be con- 
sidered. 


SUPPLIED: As green, scored ATARAXOID 5.0 Tab- 
lets, containing 5 mg. prednisolone and 10 mg. 
hydroxyzine Evdcocienile and blue, scored 
ATARAXOID 2.5 Tablets containing 2.5 mg. pred- 
nisolone and 10 mg. kepooaysins tepltactariche 


More detailed professional information available 
on request. 
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Older Workers Placed 


The Pennsylvania Advisory Board on Prob- 
lems of the Older Worker announces that 
the job placement index for March was 56, 
7 points higher than the 49 figure for Feb- 
ruary. While it was below the figures of 57 
for March 1959 and 60 for March 1958, total 
placements for March and for the first three 
months of 1960 set a five-year record. Actual 
placements in March were 4,485, compared 
to 3,970 for March 1959. The three-month 
total was 12,836, compared to 11.390 for 1959. 


Heart Study Launched 

A broad, long-term study of heart function 
has been started at Iowa Methodist Hospi- 
tal under direction of Dr. Harold Margulies, 
director, and Drs. John E. Gustafson and 
Dennis Kelly, Jr., consultants from Iowa 
State University. Some 500 volunteers 40 to 
80 years old will be tested initially to estab- 
lish the normal heart patterns of healthy 
individuals. Findings will be compared with 
patterns from groups of patients with heart 
disease. The project probably will be ex- 
tended over twenty years or more. Pulse, 
blood pressure, and respiration will be 
measured in each patient while reclining, 
standing, walking, and resting after exercise. 


Education at Any Age 

Age is no barrier to education if enrollment 
at the University of Michigan, Ann Arbor, 
is any indication. Student ages during the 
current school, year range from 16 to 79 
years. Only 1 student falls into the 79-year- 
old category, but 24 are 60 years old or more. 


Safety Precautions 

Safety precautions are of particular impor- 

tance for older persons, according to statis- 

tics released by the National Safety Council. 

In 1956, some 28,000 persons died in acci- 
(Continued on page 109A) 





FROM “TENSE AND ANXIOUS” 
TO 


“CALM 
AND 


CONFIDENT” 


WITH 


butabarbital sodium 


BUTISOL reduces nerv- 
olUl—mnd-lal-relam,anealelen an elmore 
folUlotialem-Uel- aah aro) mmasl—lane-4 
oxolanael—tielar 


Tablets, 
iad-) ok-¥- Geer Cond kode lm - Coll -ae—h 
Elixir, Capsules — 


DOSAGE: 15 to 30 mg. three or four 
times a day. 


McNEIL LABORATORIES, INC 
ed alit-Col-lielall Gn fal ag. 











in the 


senility syndrome 
cerebral arteriosclerosis 
and mental confusion 





vasodilator 
MENIC combines the mutually enhanc- 





















Each scored tablet contains 


pentylenetetrazole 100 mg. ing action of the effective analeptic, pentylenetetrazole, with the 

(1% gr.) nicotinic acid 50 proven cerebral vasodilator, nicotinic acid. 

mg. (5/6 gr.) in bottles of 100 : 

and 500 tablets. Usual dose: MENIC acts to increase oxygen and blood 

2 MENIC tablets t.i.d., p.c. supply to the brain and so helps to overcome the cerebral ischemia 
Literature and samples and hypoxia responsible for many senility symptoms. Produced 


available upon request. ‘ ae : : 
P q physical, mental and social improvement.! Menic makes possible a 


more comfortable, happier life. 
1. Levy, S.: J.A.M.A. 153:1260, 1953 


GERIATRIC PHARMACEUTICAL CORP. 


BELLERGSE, ©..1.,'N. ¥. DEPT. GER. 7-66 
Pioneers in Geriatric Research 











Now from G 


Fleischmann’s 
comes a delicious“\\ , 
new margarine (~ " | 
made from 100% {] 

golden corn oil jg 


*Yes, Fleischmann’s is made from delicious golden 
corn oil, partially hydrogenated for a smooth, 
even texture. On hot muffins, toast or vegetables, 
Fleischmann’s bursts into a delicate golden good- 
ness. It is also ideal for baking. Your whole family 
will love Fleischmann’s truly delicious flavor. 


Available wherever 


fine foods are sold 


FLEISCHMANN’S CORN OIL MARGARINE 
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Enhances Vitality and 
Still Insures Weight Loss 















Now, Prelu-Vite helps to fortify 
the patient’s nutritional status 
and sense of well-being without 
jeopardizing the success of 

the weight-reducing program. 


By improving nutritional status 
Prelu-Vite makes it easier for the 
patient to retain the initial zeal for 
reducing...facilitates the retention 
of enthusiastic cooperation in 
pursuing therapy to a successful 
conclusion. 


Prelu-Vite’ 


brand of phenmetrazine HCI with vitamins and minerals 









































= Scan ye se a 7 T T 

}23 24 J25 
With Prelu-Vite, as with Preludin, 
a weight loss 2—5 times that 
obtainable by dietary restriction 
alone, is readily achieved without ‘ 
the occurrence of annoying 
side reactions. 

Availability: Also available: 


Geigy 


Prelu-Vite' » Capsules, each Preludin®Endurets®prolonged- 
containing 25 mg. of Preludin action tablets (75 mg.) for once 
(brand of phenmetrazine HCl) daily administration; and as 
with vitamins A,B,C and Dand regular Preludin tablets (25 

5 minerals mg.) for b.i.d. or t.i.d. 

Under license from C. H. administration. 

Boehringer Sohn, Ingelheim. 






Geigy, Ardsley, New York einy 





Photos used with patient’s permission. 





How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 
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Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 912 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 














Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 


underweight, debilitated, and dispirited | 


patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10 times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
jong-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


Soa Rl ar 


2/2829MB SUMMIT. NEW JERSEY 
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dents in the home, with falls on moving 
rugs or slippery, cracked, or splintered floors 
accounting for 13,600. Of those fatally in- 
jured in falls, five-sixths were 65 or older. 
Accidental poisoning is another serious 
cause of fatalities, with older persons some- 
times taking too much or the wrong medi- 
cine because of poor lighting or faulty eye- 
sight or through weakened senses caused 
by drugs already taken. Pedestrian traffic 
deaths also strike especially hard among 
older persons, with more than three-quar- 
ters of all pedestrian fatalities coming from 
the under-16 and over-55 age groups. 


CONFERENCE REPORTS 


Facial Surgeons 

At its meeting in New York on April 6, the 
American Society of Facial Plastic Surgery 
elected the following officers: Sam H. San- 
ders, M.D., Memphis, president; John T. 
Dickinson, M.D., Pittsburgh, vice-president; 
Samuel M. Bloom, M.D., New York City, 


| secretary; Joseph C. Miceli, Brooklyn, treas- 


urer; and W. Eugene Compere, Jr., M.D., 
Los Angeles, chairman of the western sec- 
tion. Arrangements were made for meetings 
July 22 in New York, October 13 in Chi- 
cago, and February 11 to 14, 1961, in New 
Orleans. 


Home Care Programs 

Between 40 and 50 organized home care 
programs now care for some 5,000 patients 
in the country, Dean W. Roberts, M.D., 
executive director of the National Society 
for Crippled Children and Adults, told a 
workshop in Chicago. Expanded programs 
could care for many thousands more, he 
said. The workshop was sponsored by the 
American Hospital Association, the Ameri- 
can Medical Association, the United States 
Public Health Service, the Blue Cross Com- 
mission, and the National Association of 
Blue Shield Plans. Home care programs, 
sponsored mostly by hospitals, make it pos- 
sible for certain patients to remain in their 
homes while receiving the services of physi- 
cians, nurses, and rehabilitation and medi- 
cal social service workers. 
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control constipation safely 


agoral 


the gentle laxative 





Agoral provides the safe, gentle laxative action so desirable in overcom- 
ing constipation in older patients. Taken at bedtime, 1 or 2 tablespoon- 
fuls of pleasant-tasting Agoral work overnight, without disturbing sleep, 
to produce a normal bowel movement next morning. Agoral encourages 
natural bowel function—acts without harsh catharsis or urgency. 


And for hemorrhoids—either alone or concurrent 
with constipation—prescribe Anusol and Anusol- 


HC suppositories eee 


“MORRIS PLAINS, NU. 
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Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 

Bottle of 50. 

Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 
MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 

Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 
VI i ath 
®Miltown + anticholinergic 


i") WALLACE LABORATORIES New Brunswick, N. J. 
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a promise fulfilled 


All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory derma- 


toses, and bronchial asthma. They differ in the frequency and severity of side effects. Introduced 
in 1958, Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 
Physicians today recognize that the promise has been fulfilled ...as evidenced by the high rate 


of refilled Aristocort prescriptions. 


t “= re d q N y Triamcinolone LEDERLE 


Bedorio) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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Metamine Sustained’ helps 
you dilate the coronaries 





1 tablet 
all night 






METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique sustained- 
release tablet) is a potent and exceptionally well tolerated coronary vasodilator. Pharmacological 
studies at McGill University demonstrated that METAMINE “exerts a more prolonged and as good, 
if not slightly better coronary vasodilator action than nitroglycerin .. .”! Work at the Pasteur 
Institute established that METAMINE exerts considerably less depressor effect than does nitro- 
glycerin.? Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,’ and, given b.i.d., is ideal 
medication for the patient with coronary insufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F.C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. 
de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 
3:322, 1956. 


hat. Leeming g¢ Co Suc New York 17, N. Y. *Patent applied for 
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relaxes skeletal Sade 5 spasm 
so the patient can continue to work 


Clinical experience’* shows that Trancopal will en- 
able your patients with low back pain and other 
skeletal muscle spasm to stay on the job. A true 
“tranquilaxant,” Trancopal “‘...combines the prop- 
erties of tranquilization and skeletal muscle relaxa- 
tion with no concomitant change in normal con- 
sciousness.’ Side effects have been few and minor ;™* 
Trancopal is exceptionally well-tolerated for clinical 
use.” 





Adults, 200 or 100 mg. orally three or four times daily. Re- 
lief of symptoms occurs in from fifteen to thirty minutes and lasts 
from four to six hours. 

Trancopal Caplets® 

200 mg. (green colored, scored), bottles of 100. 

100 mg. (peach colored, scored), bottles of 100. 
References: 1. Ganz, S. E.: J. Indiana M.A. 52:1134, July, 1959. 2. 
Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 3. Licht- 
man, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 4. Mullin, 
W. G., and Epifano, Leonard: Am. Pract. & Digest Treat. 10:1743, 
Oct., 1959, 5. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 


(|, )ithnop LABORATORIES * New York 18, N. Y. 


TRANCOPAL AND CAPLETS, TRADEMARKS REG. U.S. PAT. OFF. 1470 





in senile agitation, Thorazine’, 


brand of chlorpromazin 


one of the fundamental drugs in 
medicine, can control the agitated, 
belligerent patient and help her 
live a composed and useful life. 


SMITH 
KLINE & 
FRENCH 





